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INTRODUCTION
Enhanced oral health is a public health objective in the Healthy People 2000
document, and has received growing attention in Connecticut in the past few years.
Healthy People 2000 is a statement ofnational health promotion and disease
prevention objectives, facilitated by the federal government, and contains strategies
for improving the health of the population through the year 2000. (1)
Dental problems are not restricted to one age or ethnic group, but rather
different issues predominate in varying age and socio-economic groups. However,
certain ethnic and racial groups are ofparticular concem because they appear to
have a preponderance ofthe dental problems in our society. Although the State of
Connecticut tends to be viewed as having a wealthy population, and hence, good
access to healthcare, this perception cannot be supported throughout the state.
Particularly in rural areas, resources, including financial support, are often lacking
to the point that certain populations have great difficulty addressing a public health
problem such as inadequacy of dental care. Urban areas are more successful in
obtaining available dollars, possibly because of existing resources and conduits to
care which make these areas more attractive to funding. Rural areas of this state
often do not have the same advantages.
Dental service providers including general practice dentists, orthodontists,
periodontists, and dental hygienists, among others, may appear to be available in
sufficient numbers to provide adequate service to the state’s population. However,
when the distribution of these providers and the composition of their practices in
relation to insured vs. non-insured and govemment funded patients is examined, it
becomes evident that lack of access to dental care because of limited provider
availability is also an issue.
Dental health is frequently an ignored problem among certain segments of
the general population. Although dental and other oral problems can lead to
physical disfigurement and disease, it may not be as valued in our society as
physical health. This frequently leads to such inappropriate resource usage as a late
evening trip to the local hospital’s emergency room for pain relief from a tooth
ache that could have been taken care of in a dentist’s office during the day.
In March 1996, Johnson Memorial Hospital, utilizing funding allocated
through a Stafford Small Cities Block Grant, attempted to address the issue of oral
healthcare for underserved Stafford residents, with a focus on the student
population. The plan involved the provision of screening services to high scho.o1
students, development of a successful preventative dental program for this target
population and utilization of the grant funding allocated for dental care. However,
the Small Cities Block Grant provided only limited financial payment for some
services. This issue proved to be a major barrier in obtaining the cooperation ofthe
five local dentists. These local practitioners had long-standing issues with the
provision of dental care to the un- and underinsured including administrative
complaints, low levels of government reimbursement, poor patient compliance and
limitations on reimbursement for additional needed care. Ultimately, the proposal
was never implemented. The University of Connecticut School ofDental Medicine
agreed to assist the town by providing dental students, but the problems of
consistency of care, equipment, space and transportation had not been solved.
Although no formal action was taken to research the need or develop a plan to
improve care at that time, the community was beginning to recognize this as a
health problem.
In October 1998, a "grass roots" effort began when one elderly Stafford
resident took the initiative to write to his local Senator for help in obtaining dental
care. This led to the establishment ofthe Stafford Oral Health Initiative. Starting in
October, 1998, I became involved with this community public health effort to
provide access to dental care for underserved Stafford residents. Johnson
Memorial Hospital, my employer, is located in Stafford Springs. Although the
hospital does not have a dental program, oral disease is often linked to other
physical ailments that require the resources ofmedical providers and the hospital.
For example, in an 18-month period during 1996 1998, Johnson Memorial
Hospital’s Emergency Department admitted 84 patients with a diagnosis of dental
caries, dental disorder or other oral disease. There had been little hard data on the
extent or focus ofthe need to improve dental services and no organized effort to
improve care until recently
At the same time, the town of Enfield, through the local health director of
the North Central District Health Department, had identified that dental care was a
major public health issue for this town’s population and that access to providers
was a significant factor contributing to the problem. This health department began
the process of determining need by developing a relationship with a local dentist,
who would participate on a new Advisory Committee to be formed after
completion ofthe needs assessment. In addition, the health department negotiated
with a local educational institution, Porter and Chester Institute, for the use of
students in its new oral health program.
Both Stafford and Enfield have been concurrently establishing organized
initiatives to address their oral health issues and conducting their own needs
assessment using similar target groups to survey.
These two towns, located in north central Connecticut, have some
commonalities but also some vast differences. It is curious that they both identified
the need for improved access to dental care at the same time. Equally interesting is
the process they followed to address this issue. Resources available to each
community to develop an effective strategic plan for oral health access vary.
Enfield is more of a suburb and Stafford is more representative of a rural
community.
A comparison of these two non urban communities will demonstrate some
similarities and some differences and will provide a picture of their individual oral
health needs. Recommendations for improving data collection and determining
actual vs perceived oral health needs will also emerge.
An exploration of the two towns, their history, population characteristics,
resources and process for identifying an oral health need, is the subject of this
paper. My approach will be to describe the similarities and differences of each
town in addressing a health problem.
During the time I participated in both towns’ initiatives, the Connecticut
State Legislature was actively reviewing funding for improving oral health
throughout the state. The enthusiastic local activism was not matched by
legislative action being undertaken at the same time.
The first section ofthe paper will provide the reader with a general
overview of research on oral health needs. It will also provide background
information on the demographics and history of each town’s development for the
purpose of demonstrating resource availability and community perception ofneed,
as well as for comparison ofboth town initiatives. The needs assessment process,
the results of surveys and the role ofone town Advisory Committee in establishing
the process for initiatives to address oral health needs ofthe individual
communities, will be described and discussed. Additionally, this paper is intended
to provide the reader with insight into the extent and limitations of the survey tools
used to conduct the needs assessment and other data sources.
REVIEW OF LITERATURE
With the imroduction of fluoride imo public water systems and improvements in
consumer oral health care behavior, poor oral health and insufficient dental care are
not uppermost in the minds of the general public, nor until recently, a sufficiently
critical issue to attract legislative attention. However, the Centers for Disease
Control and Prevention has stated that dental problems are among the most
prevalent chronic health problems in the United States. (1)
H.ea!thy People 2000
Healthy People 2000, the National Health Promotion and Disease
Prevention Objectives to be accomplished by the Year 2000, devotes an entire
section to oral health. (1) Although this document acknowledges that oral healih
has been improving, especially in children, it also identifies the rising cost of oral
health care and the disparities among population groups in oral health status.
Nearly half the population of the United States does not have dental insurance. (1)
For these people, dental care is an out-of-pocket expense and one that can be
extremely costly, especially for those who need major dental reconstruction and
treatment. Peridontal disease and gingivitis are chronic diseases that cut across all
segments ofthe population and, if left untreated, can affect general health as well as
lead to acute episodes requiting treatment when and where traditional resources
may not be available. This also increases the cost ofproviding care. (1)
It was the government’s focus to improve and target community-based programs
to increase access to oral health care and reduce disease and tooth loss. But, as the
reader will see in the following sections, the community a person lives in greatly
influences accessibility and type of care available. In addition, Healthy People
2000 assumed that there would be shifts in federal, state and local priorities that
would encourage better oral health and that as more ofthe population aged with
more natural teeth retention, the priorities ofthe general public would reflect
greater value on oral health. (1)
Social and Public Health Issue
Oral health issues are important public health issues since dental disease is
frequently preventable and affects the population’s general health and well-being.
Most cavities and periodontal disease can be prevented or controlled through
regular oral self-care and visits to professionals on a regular basis. (2) Howevei’,
the population must value oral health in order for prevention to be successful.
Most dental problems are not life threatening but can become painful and, in
certain circumstances, lead to life threatening disease complications. (1) Untreated
dental disease can become progressively more difficult and expensive to treat as
well as more painful and debilitating. (3)
Dental disease patterns are strongly influenced by behavior and socio-economic
stares. The use of dental provider services, regular visits to a dentist, persistent
good oral hygiene and keeping dental appointments are strongly related to age, sex
and socioeconomic status. (2) For example, dental disease is much more pervasive
among the socioeconomically disadvantaged and may be more likely to be found
among children and the elderly. Parents must take time off from work to take their
children to the dentist and the elderly frequently do not have access to
transportation. Unless there are easily accessible services within the community,
oral health needs, particularly on a preventive level, do not receive attention.
Work time or school days lost are useful population indicators to assist in
determining the social impact of a disease. As might be expected, the socially and
economically disadvantaged groups demonstrate more work and school days lost
due to dental problems than do other more economically secure groups. Being
low-income, non-White and already having oral health problems are associated
more frequently with lost time from work or school. (4) Most dental conditions
do not restrict activity for long periods of time. Denture patients report, however,
the greatest impact on oral function and greater pain severity due to dental
problems. (2) Denture problems can affect quality of life, ability to remain actZve
socially and a general feeling ofwell-being. The group that falls into this category
is most frequently the elderly.
Dental Access And The Elderly
Frequently, the elderly are overlooked as a potential population with unmet
dental needs. Despite a steady decline in the rate of complete tooth loss over the
past several decades, 36% of all people 65 years of age and older had lost all their
natural teeth in 1986. (1) Among low income adults 65 years of age and older there
was an even higher loss (46%) of all natural teeth in 1986. (1) These elderly have
dental appliances and thus, no teeth to become decayed. Having no teeth means
having no cavities, but does not eliminate oral diseases. Lack ofhealthy, functional
teeth can affect nutrition and contribute to existing medical conditions especially in
the elderly population who are at greater risk for disease occurrence. (1) Insurance
coverage for dental care, which the elderly frequently must purchase, is very
expensive. In addition, people in fair or poor health are most likely to experience
urmaet dental care needs. (6)
For this group, finances are a significant barrier to wanted dental care.
Although improvements in dental insurance and dental benefits would reduce
financial barriers, many elderly do not obtain this type ofinsurance because of its
high cost. (5) This is particularly true for the older individual on a fixed income.
The Healthcare Finance Administration (HCFA) administers Medicare, the nation’s
largest health insurance program, which covers 37 million Americans. Medicare
provides insurance to people who are 65 years old, are disabled, or have permanent
kidney failure. Medicare has two parts" Hospital Insurance (Part A) and Medical
Insurance (Part B). Medicare Part A provides coverage of inpatient hospital
services, skilled nursing facilities, home health services and hospice care.
Medicare Part B helps pay for the cost ofphysician services, outpatient hospital
services, medical equipment and supplies and other health services and supplies.
There is no dental coverage provided under Medicare and, therefore, it must be
purchased separately.
The cost of dental care can be significantly higher for the older adult, especially
ifpreventive care and regular dental visits are not maintained. Adults who do not
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receive regular dental care are more likely to develop oral diseases that require
restorative care and can also lead to tooth loss. (6) The effects oftooth loss, unless
successfully overcome with proper fitting dentures, can affect the nutrition and
therefore, the general health of the elderly. Today, more than ten million
Americans 65 years of age and older have lost all their teeth. (7)
Dental Access And Children
The oral health of children in general has been steadily improving since 1979,
although there are disparities in oral health improvement among school children in
different socio-economic groups. (8) The most important factor in the improved
oral health stares and the overall decrease in dental caries among children has been
the availability of fluoridated water supplies and addition of fluoride to toothpaste.
However, only slightly more that half of all US residents have access to fluoridated
water systems in their community, and children below the poverty line and non
white children use less dietary fluoride than their counterparts above the poverty
line. (8) Even in Head Start programs, which have reported recent decreases in
dental caries among their client population, there are still higher rates of dental
disease than among children in higher socioeconomic groups. (8) Despite federal
mandates and increases in funding, Medicaid still has great difficulty in meeting the
oral health needs of economically disadvantaged children. (9) It is not just a
problem ofmoney, but there are educational, social, cultural, infrastructure,
resource availability and access issues involved as well. Many dentists who
provide primarily adult services are unwilling to treat pediatric patients. In
addition, Medicaid families have competing priorities and may be unaware ofthe
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importance of good oral health. Transportation can be a major problem and
likelihood ofmissed appointments increases with this group. (9) In addition,
negative attitudes can exist about dentistry and dentists, often related to prior
experiences of adult family members. There may be poor understanding of the
benefits ofmodem dentistry.
According to the Children’s Health Council, Hartford, Connecticut, enrollment
figures for children under 21 in Medicaid Managed Care include 1334 children in
Enfield and 418 children in Stafford Springs. The Children’s Health Council, in
1998, also reported that less than one in five Connecticut children enrolled in this
program for a year received any dental treatment services.
Rural Population Access to Dental Care
The demographics and health care needs ofthose who live in rural areas
differ in some significant ways from those ofurban residents. People who live in
rural areas have more limited resources, including access to established healthcare
providers. (10) This can have a significant impact on access to care, adequate
provider availability and funding resources for necessary healthcare, including oral
health.
Major issues in healthcare for rural areas include inadequate or ineffective
transportation systems, large geographic areas and an increasingly aged population.
The population is more remote and isolated, and access to services requires the
ability to travel distances to obtain these services. (10)
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Unless there are well-established community health service centers, this population
may receive less assistance from government funding than urban areas. Such is the
case with the towns of Stafford and Enfield.
There are challenges to recruiting and retaining providers and many rural areas
in the country can have health professional shortages. Geographic isolation limits
professional interactions, access to continuing education and training. Since there
are fewer professionals, this increases the difficulty of finding physician coverage
and emergency care. (10) As noted further in this study, Stafford and Enfield have
higher concentrations of older adults than younger age groupings.
The number of elderly, 65 years of age and older has been increasing while
younger people have been leaving for more urban areas where services are more
easily accessible. The residents remaining in rural areas are more likely to be
uninsured, 19.8% compared to 16.3% in urban areas. (10)
Adequacy ofNumber ofDental Providers
Among the many variables that impact healthcare access include the number and
distribution ofproviders, as well as the number and distribution of safety net
facilities such as community health clinics and school based health clinics. These
are discussed further on in this paper.
It is difficult to recruit and retain providers in certain geographic areas. The US
Department of Health and Human services recommends a primary care "provider-
to-patient" ratio ofone to every 2000 people. This includes dental providers.
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However, many rural areas have ratios in the range of one to 3500 people or more.
(10) When examining dentist to patient ratios, it is difficult to determine adequacy
ofproviders accurately since there may appear to be sufficient pr6viders, but in
fact, not all practices are accepting uninsured, state assistance and Medicare
populations. There is growing evidence that even when there appears to be an
adequate number ofproviders, their distribution and availability to all population
segments may not support the need in an area. (3) Although in a 1995 study of
Connecticut dentists, 49% ofthe dentists considered themselves to be Medicaid
providers, the Department of Social Services records from the same period showed
only 39% were listed in the Medicaid provider rosters. However, according to a
study conducted by the State Department ofPublic Health, no more than 17 % of
practicing dentists would be considered active Medicaid providers even if self-
reporting bias were taken into account. (3) If the findings of this survey sample
were extrapolated to the total population of Connecticut dentists, then, of the 3000
dentists in Connecticut, approximately 1000 should be active Medicaid providers,
but dentists can remain on the roster ofMedicaid providers even if they not longer
actively provide care. "Taking into account the DSS (Department of Social
Services) reported 25% decline in the number ofproviders from among the
historically most active dental providers or the average 31% projected resignations
among the most active TNEC (Title 19 enrolled children) providers in the dental
provider survey, the starting pool ofMedicaid dental providers may be, at best, 300
dentists." (3) Even this number comes under scrutiny in the same study.
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The factors that most often are cited as reasons for nonparticipation include:
poor fee reimbursement, a nightmare of administrative paperwork and poor patient
compliance. (11) In addition, participants in Medicaid and other financial
assistance programs tend to have greater dental restorative needs than other
patients. (11) This may be, in part, due to compliance issues within this group.
Since compliance is frequently an issue in the economically disadvantaged patient,
dentists would rather give appointments to those who have insurance and are more
likely to keep their appointments. At least they are assured a reasonable
reimbursement rate with insured patients.
Government oversight ofMedicaid and other assistance programs adds to the
resistance of dentist to accept these patients because ofthe "hassle factor". This
seems to be a combination ofpaperwork including a complexity of claim forms and
procedure codes that often lead to denial ofpayment and rework for the dentist as
well as denial of coverage for services that the dentist may deem as necessary.
Once the dentist accepts the patent he or she is obligated to treat whether payment
is provided or denied. (12) And, although government efforts have been directed
at improvements in financial reimbursement for care of children in the Medicaid
program, these efforts have not attempted to deal with adults and the non-economic
barriers such as true availability of services, cultural and social issues. (12)
While the reimbursement rate for dental care under Medicaid averages
approximately 33% for adults and 67% for children, the overhead of running a
dental practice is roughly 65%. Thus, government reimbursement rates for dental
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care are low compared to the costs ofrunning a dental office. It can cost upward of
$35,000 to $70,000 just to equip a single dental operatory.
When patients with dental pain cannot find a dentist to care for them, they
frequently end up in hospital emergency departments where the cost of treatment is
significantly higher then what it would be in the private dentist’s office. These
patients are un- or underinsured and delivery of care in an emergency department is
a more expensive burden on the healthcare system in general.
The Legislative Issues
Although many dental problems can become chronic conditions, they do have
acute stages that are treatable. (13) Because of this characteristic, dental problems
are usually not considered serious public health problems by policy makers. It is
only recently that the State of Connecticut Legislature has focused funding on
improving dental access to the uninsured and the all to often underserved
population. However, the recent legislative hearings have resulted in
recommendations for funding to be allocated to large cities with well-established
healthcare infrastructures where already existing clinics have the ability to deliver
dental care. (14)
This leaves the rural areas, where few clinics exist, with a difficult problem to
solve. How does a town provide improved access to dental care when there are no
dentists willing to take on any more uninsured patients, the population is spread out
over a large geographic area, and there are little means to determine the extent to
which people need better access to dental care?
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Insufficient funding for dental care and poor community infrastructure to
address dental needs requires legislative action to assist in solving the problems.
But dental access needs are frequently complex and one action alone will not prove
to be the panacea for all issues in all communities. Recent proposed legislation
supported by the 1999 Public Health Committee hearings in the state of
Connecticut, supportive ofincreased funding to be allocated for special projects
and better reimbursement rates, has been cut by the Appropriations Committee as
of April, 1999. (15) This leaves little recourse other than mobilization of"grass
roots" movements in communities to encourage the state govemor to reallocate the
funding.
Needs Assessment
The process of developing a plan to address and effectively meet a community’s
health needs begins with an organized assessment and analysis ofthe need. Community
health needs can be real, tangible and easily identified. A community health need can
also be less clear, but just as real, based on the community’s perception ofthis need. The
best method for determining health needs is to develop an organized plan that will
identify health issues of the community, problems surrounding those issues and resources
available and needed to address the health need.
A community needs assessment provides the framework and the first step in
health planning by identifying existing and potential health problems. The assessment
can provide direction for developing and prioritizing program goals to meet the identified
needs. (16) One way ofdefining health needs assessment is that it is a process for
measuring a particular health problem in the population. (17) It enables communities to
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determine a starting point for identifying and addressing a health problem and can also be
used to measure progress toward achieving a goal. It can also, therefore, be used as a
dynamic tool for continued improvement in the mechanisms for addressing need.
A sound needs assessment consists of an assessment plan, community profile,
determination ofkey health needs of the community, estimates of the present health
status of community members and recommendations for action. (18)
Various approaches to needs assessment will identify different aspects ofhealth
needs. A needs assessment can be conducted using a geographic location or a target
group within a community. Another approach can be to focus on health issues of an
underserved population or target populations with particular health needs. (16)
Whatever approach is used, a needs assessment should always be a systematic
data gathering and evaluation process. It also should be a flexible process in that the
direction of the assessment may change as new information is uncovered. (16) This was
the case in the process of collecting and evaluating data as well as determining the
information sources in both the Stafford and Enfield oral health needs assessments. After
looking at the data from the formal surveys, I decided to explore other sources of
information for the populations which potentially had unmet oral health needs.
After defining the community to be included in the needs assessment, the purpose
and scope ofthe assessment provides a framework for targeting groups and determining
resources needed to conduct the assessment. There are many sources of data and these
provide a more complete picture of a community’s health needs.
Historical information can provide insight into where health problems originated
and how they have been addressed in the past. (16) Historical information also assists in
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understanding how resource allocation developed in the community. The towns of
Stafford and Enfield are geographically close together but have developed at different
paces particularly in the 20th Century. Enfield as a suburb ofHartford has more resources
to draw on and a larger population to serve. Stafford has remained a rural community
and its once rich social resources have been depleted since it has not developed
economically as well as Enfield. Consequently, environmental features such as density
ofpopulation and social support systems are different for both communities and can
affect access to resources.
Collection of the data can be time consuming, but completion ofthis task requires
categorizing, combining and analyzing the information received from the needs
assessment, as well as, comparing the results to findings for similar communities.
Although the survey is a significant part of a comprehensive needs assessment, it should
not be the sole means of gathering data, but be part of a larger data collection strategy.
(19)
Rather than basing the apportioning of available resources on intuition, past
precedent or political pressure, a needs assessment is the critical first component ofthe
development of a justifiable plan for addressing a community’s health needs.
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STAFFORD SPRINGS, CONNECTICUT
HEALTH NEEDS OF RURAL CONNECTICUT COMMUNITY
STAFFORD SPRINGS
History, Demographics ofthe Population and Community Resources
The European settlers came to this area to find the Nipmuck Indians from
southern Massachusetts using the "springs" for medicinal purposes and fishing the
Willimantic River for shad and salmon. It was incorporated into a borough in 1873
and at that point already had shops, stores and mills. (25)
The first on-the-battlefield medic came from Stafford Springs. He was Dr.
Joseph Warren, who died at the battle ofBunker Hill. Stafford’s first dentist was a
local resident, Dr. L.F. Eaton. He originally opened a practice in Hartford, CT in
1892, but then retumed to Stafford the following year, maintaining an office in
town as well as in Hartford. The town’s second dentist was Dr. A.O.Comins, who
was also born in Stafford. He opened a dental office in Stafford in 1892. Reports
on his expertise indicate a special interest in crown and bridge work. (25)
The biggest historical events that have affected the modem day Stafford
Springs are the two major floods that demolished the area, the first one in 1877 and
the second the result of a hurricane in 1955. In 1876 a new and larger dam was
constructed at Stafford Lake to increase the lake’s capacity. This reservoir
provided a water supply to nine different mill ponds and streams. Heavy rains and
early spring thaw that year caused the untested dam to break. Although six floods
in total have swept through the town, the worst ofthe century was the flood of 1955
that caused damages estimated at over 1.3 million dollars at that time. It was
20
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Hurricane Diane coming up the East Coast that caused more damage to Stafford
than the Hurricane of 1938. Again, it was a dam that let go and Stafford industry
and businesses suffered tremendous water damage. (25)
A historic vote took place at a referendum in 1991 that consolidated the
governments ofthe Town of Stafford and the Borough of Stafford Springs.
Stafford Springs grew up around the woolen mills and the Borough had been
created because mill owners wanted city style services for their workers in a town
that was really rural. In the 1940s the mills began to relocate to other areas, the
town people lost jobs and the tax base diminished. Since then, the Borough has
continued to decline and is considered by many residents to be the "poorer section
oftown". (25)
Consolidation of the Borough section with the rest of Stafford was a way to
save money. However, consolidation also meant that responsibility for this section
was to be shared by the entire town. (25)
Stafford Springs today represents a typical small, rural New England town.
It is located in the northeastern section ofNorth Central Connecticut. According to
1995 statistics, the town had 4,303 households, representing 11,350 individuals,
fairly equally distributed according to males (5,564) and females (5,786). The
largest segments ofthe population were between ages 15 and 49, totaling 54 % of
the population. Approximately 22% ofthe population are younger than 15 years
of age, and 23% are older than 49 years of age. These percentages are similar to
age distributions statewide. Educationally, in 1995 there were 2,757 high school
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graduates, 877 Bachelor Degree holders and 1,717 with some college living in the
town. In the 1994-95 school year, there were a total of 1,930 enrolled students in
kindergarten through grade 12 with an average class size of approximately 20
students. According to the Connecticut Children’s Health Council, a total of449
individuals under 21 years of age were enrolled in Medicaid as ofJune 1, 1999.
This would be approximately 23% ofthe children enrolled in kindergarten through
grade 12 in 1995.
The town had an average per capita income in 1995 of $20,210 as compared
to the average per capita income in the State of Connecticut, $30,303. (20) The
highest concentration of industries was in service (84) and retail trade (61) out of a
total of 261 economic establishments.
At first glance, Stafford Springs appears to be a typical rural New England
town with a rich colonial and industrial history. Present day Stafford continues to
have distinctive sections, probably due to the way the town developed historically.
There are families and family names that are common to the town and once again,
historically linked to the founders and industrial builders who settled there. There
is a great sense ofpride in the days when Stafford was a playground for the rich
who came to the "mineral springs" for relaxation and healing. It is this pride in its
history that often seems to direct the town in decisions concerning development
plans, new businesses and the "look" ofthe downtown area.
The form of government is based on three elected officials who serve as
Selectmen. There must always be representation ofboth the Democratic and
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Republican parties on the Board of Selectmen. There are town meetings to review
budgets, discuss town issues and vote on town referendums. It is common to
recognize the same family names as town officials and participants oftown
meetings.
There is an Italian Club in Stafford that has a large membership and exerts a
strong influence on the political atmosphere ofthe town. The Italian Club has been
a social and activist center and is located not far from the famous Stafford
Speedway.
Businesses in Stafford consist ofmany small retailers and service providers,
with the largest employer in town being the local hospital, Johnson Memorial
Hospital, located just on the Stafford/Somers border.
Stafford has a small library located on the same site as the original library, a
beautiful, historic building. There are several visitor attractions in Stafford, but the
most famous are probably the Stafford Speedway, which attracts thousands offans
from a wide geographic area, and the French restaurant, Chez Pierre, located in
another historic building.
The unemployment rate in Stafford in 1994 was 6.3% as compared to 5.6%
for the State of Connecticut. (20) This unemployment rate and the slow economic
growth ofthe town during recent decades has been implicated in the development
of a small, troubled area oftown with a population that has poor financial and
social resources.
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Until two years ago, the town enjoyed the presence of a State Trooper
barracks located in its east end. The barracks was moved to the neighboring town
of Tolland and at present, has a small police force with some additional assistance
from State Troopers for coverage. There are three fire stations located within
Stafford’s boundaries, but recent discussions have led to consideration of
consolidation in the fire department which would reduce the number of stations to
two. The fire departments is largely volunteer with a very small paid staff.
Social services and assistance are provided through a small social services
department with an office in the Warren Memorial Town Hall. The town was
granted a Small Cities Block grant several years ago, part of the funding used to
improve healthcare resources for Stafford residents. The former State Trooper
barracks was donated to the town and now houses the Senior Center program and
an active youth program with one director managing both. About five years ago, a
local town resident tried to start a Youth Center, obtained pool tables and some
donated fumiture, but because ofpoor community and political support, the
program failed.
Frequently, Stafford and the adjacent rural town ofUnion share resources
and data. They are somewhat similar and geographically close, but Union has a
smaller population, is more rural, and, therefore, has fewer resources of its own.
Stafford Healthcare
In 1993 a Community Health Needs Assessment was performed by Robert
L. Sandler, Diversified Network Services, through the Connecticut Hospital
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Association. This survey looked at local birth, death and hospitalization rates, as
well as causes of death, male/female mortality rates and hospitalization rates for
certain diagnoses in comparison to the rates for the State of Connecticut as a whole.
The report concluded that 91% ofthe deaths in Stafford/Union were due to
cancer, heart disease, respiratory failure, stroke, diabetes and pneumonia. (21)
Admissions of Stafford residents to Johnson Memorial Hospital consist mainly of
elderly patients with chronic disease, particularly cardio-vascular disease, as a
primary or secondary diagnosis.
Females accounted for 48% of all deaths in Stafford during 1993 and the
female mortality rate due to diabetes was significantly higher as compared to
female diabetic mortality in the State of Connecticut. However, cancer was the
leading cause of death in 1993 for all residents with lung, colon and lymphatic
cancer rates being highest. The overall female mortality rates due to unspecified
cancer was significantly greater when compared to the State of Connecticut rates.
(21)
Between 1991 and 1993, live births in Stafford/Union decreased by 18%,
with a 3.8% birth rate among 17 year olds and younger. (21) The rate ofpregnancy
in the Stafford High School appears to be higher than expected and there is great
concern over the pregnancy rate ofthe town’s teenagers. Since September 1992,
Johnson Memorial Hospital has received grant funding for a Healthy Start program,
a state program aimed at reducing infant mortality and disease as well as improving
the health ofyoung children. This program has a coordinator who is a social
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worker. In January, 1994, maternity services were offered at the hospital with the
expectation that hospital usage by local residents would increase through the
expanded services offered.
Stafford/Union hospitalization rates for chronic obstructive pulmonary
disease, hepatitis B and head injuries were significantly higher compared to the rest
of the State of Connecticut. (21) In addition, admission diagnoses to Johnson
Memorial Hospital’s Emergency Department are high for acute mental illness
episodes and drug and alcohol abuse. (22)
The main healthcare facilities used by Stafford residents are Johnson
Memorial Hospital, Rockville General Hospital in Rockville, CT and St. Francis
Hospital in Hartford, CT.
Johnson Memorial Hospital was built in Stafford between 1911 and 1912
with dedication ceremonies held in January 1912 and an official opening in April of
that year. Originally, it offered matemity services as well as medical, surgical and
emergency care. The hospital was the result ofthe intention of Cyril and Julia
Johnson to build and endow a hospital to Stafford and its surrounding neighbors.
Mr. Johnson was a successful Stafford businessman, who had made his fortune in
the woolen industry in town. At the age of 81, he and his wife decided to build a
lasting healthcare facility for the townspeople who had provided him with his labor
force and for the town that was their home. The foundation upon which the
hospital was built stipulated that the hospital must physically remain in Stafford
Springs; hence, when the new hospital building was opened in 1980, it was placed
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on Stafford land, but very close to the Somers border. This was done to provide a
broader access to the hospital from neighboring towns with larger population bases
and faster developing areas in the state. Its original location was on East Street in
the East end oftown, close to Main Street. It was moved and a new facility built at
the top of Chestnut Hill on the west side of the town of Stafford. (23)
Johnson Memorial Hospital has developed into Johnson Health Network
and since the1980s has continued to expand services in surrounding towns, most
notably, Enfield. However, approximately 48% of Stafford resident admissions to
hospitals in 1997 were to Johnson Memorial Hospital. (24)
There are four general practice dentists with offices in Stafford. Neither
Johnson Memorial Hospital nor Rockville General Hospital maintain dental clinics.
Johnson Memorial Hospital does not have any dentists or dental specialists
credentialed to its medical staff.
The Stafford Health Department consists of a health director with some
clerical support. The Public Health Board, with oversight authority, has three
members including the first and second selectmen and the town’s personnel
director. There are several major public health problems but most ofthe health
director’s time is taken up with well inspections and permits. Inadequate staffing
and budgetary restraints restrict the Health Department’s activities.
The town government itself has extensive involvement in setting the public
health priorities. There are concerns over adolescent health education and the
incidence of sexually transmitted diseases. There are problems with vandalism,
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vagrancy, and gangs. Drug trafficking is also an issue. The Borough area ofthe
town has become the section with the greatest incidence ofthese problems. The
Borough was once the elite "city" section of the town, but with the exodus of
textile and woolen mills, as well as the closing of other major industries, this
section deteriorated. At one time, Borough residents were assessed separately for
tax purposes. When that changed and this area was combined with the rest of
Stafford, allocation of funding was decreased. Housing in this area is very
inexpensive with some houses selling for as little as $10,000. Old houses are not
repaired, and abandoned or condemned housing is not boarded up for appearance
sake. The town lets these houses remain vacant and homeless people use them for
shelter, drug dealers use them for trafficking and local adolescents have access to
them. The Borough section is accessible to stores so people living in this area do
not need transportation except to obtain medical care.
According to the Stafford Health Director, there are three active
Tuberculosis cases in Stafford at this time.
The Water Treatment Plant was built to remedy pollution from the textile
mills and other manufacturing facilities. However, in an effort to compensate for
old pipes, the chlorine levels from water treated here are twice the recommended
levels. Many town people do not like the taste or smell ofthe water and so buy
bottled water, which frequently has no fluoride added. Most ofthe water from the
treatment plant is used by the Borough residents, while houses in other sections
have water supplied through wells.
DEVELOPMENT OF STAFFORD ORAL HEALTH INITATIVE
Development ..of Advisory_ Group
Through the initial attempts ofthe Small Cities Block grant and the continued
interest of the Stafford School nurses, awareness ofthe need to determine the
adequacy of available dental care utilized by Stafford residents increased.
An initial meeting of interested local Stafford residents was held at Johnson
Memorial Hospital in November, 1998. Present were the State of Connecticut Oral
Health Director, the State Senator representing Stafford, the Stafford/Union Public
Health Director, local school nurses and administrators, Stafford’s First Selectman
and several Johnson Memorial Hospital administrators.
Discussion led to the decision to organize a work group. This work
group would meet with the primary intent of developing and conducting a needs
assessment to provide direction for the Advisory Group in developing a strategic
plan to address the oral health needs of Stafford Springs. The needs assessment
would be conducted with the assistance ofthe State Oral Health Program. Johnson
Memorial Hospital would continue its involvement in support ofthe initiative by
assisting with the coordination ofthe needs assessment and providing meeting
space. It was suggested that recruitment of at least one dentist into the group was
essential. The first work group meeting was scheduled for two weeks after the
Advisory Group meeting and membership consisted ofthe health department
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director, school nurse, town social worker and visiting nurse association
community service coordinator.
Method ofDeveloping and Conducting the Needs Assessment
The work group met with the intent of developing and conducting the needs
assessment within an established timeline and targeting professionals and groups
who could provide the most applicable information to develop a strategic plan.
The objective of the needs assessment would be to obtain data indicative of the
real and perceived need for oral healthcare, determined by survey and from data
already available as well as demographics of Stafford residents. Several
communities in Connecticut had already developed and evaluated survey tools for
oral health needs assessment in their communities. These included the cities of
Groton and Stamford and the towns ofVernon and Rockville, Connecticut. These
needs assessment tools were evaluated by the work group for applicability to the
Stafford oral health initiative.
The surveys required obtaining mailing lists, including dentists and human
service providers in other towns. These towns included: Stafford, Somers, Enfield,
Tolland, Ellington, and Vernon (Rockville). The Connecticut Community Oral
Health Systems Development Project (CCOHP) ofthe state Department ofPublic
Health obtained information on dentists and primary care doctors in this geographic
area.
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Some changes were made to the survey questions, with the requested
information condensed to keep the surveys short and to increase the response rate.
There were four distinct survey tools to be used for surveying health and human
service professionals, dentists, physicians, seniors and parents and children in the
schools’ second grade.
The surveys were to be distributed during a two-week period in January 1999 as
follows"
1. School nurses were to distribute the surveys to the parents or caregivers of
second grade school children to provide information on oral health of children at
this grade level and their parents. A letter from the school superintendent was to be
enclosed with these surveys.
2. The Senior Center director was to distribute surveys to seniors during the
lunch program at Stafford Senior Center.
3. Health and human service providers, including physicians (pediatricians and
primary care providers) and dentists (including specialists) were to receive the
surveys by mail. The local department ofhealth would provide cover letters to be
included in surveys to these professionals.
The work group reviewed the tasks and set a timeline. Completed surveys
were to be collected within two weeks from date of distribution and given to the
Connecticut Community Oral Health Systems Development Project personnel for
data compilation. An Advisory Group meeting would then be scheduled to discuss
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results of surveys. In addition, after completion of the process, a town meeting
could be called to allow for further discussion by interested town residents and
professionals.
The timeline was established as follows:
1. Updated surveys and letters would be developed and approved by the first week in
January 1999.
2. A cover letter for the schools would be developed and ready by the first week in
January.
3. Incentives would be explored for the school children and the school nurse would
discuss this with the school superintendent.
4. The survey would be sent through the school by the second week in January with a
retum date ofJanuary 22.
5. All other surveys would be sent out the week of January 11.
6. Collection of completed surveys would start by February 1.
7. The Connecticut Community Oral Health Systems Development Project consultants
would complete the compilation of the data by the last week ofFebruary 1999.
A total of 147 surveys were sent to health and human service professionals,
primary care physicians, pediatricians, dentists and dental specialists. Returns for
these groups were: 17 of 68 (25%) pediatricians/primary care physicians, 20 of44
(45%) human service professionals, and 10 of 35 (29%) dentists and dental
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specialists. A total of 190 surveys were sent to parents of second graders with 90
returns (47%). An additional 44 completed surveys were received from seniors. No
surveys were received in the mail or by other means after January 27, 1999 and
response was considered closed by January 29, 1999. Sample survey forms and the
introductory letter are contained in Appendix B.
Discussion of Survey Process and Responses (Refer to Table C)
The survey process in the town of Stafford followed the established timeline.
The Senior surveys were collected on time, although more surveys possibly could
have been obtained. The Center Director was soliciting responses during Senior
lunches and many Seniors were absent due to illness during the survey time.
Forty percent of the senior respondents indicated that they had been to the
dentist within the past year. However, the next largest proportion, 27.5%, indicated
that they had not been to a dentist for five or more years. The majority ofthose
Seniors who had not been to a dentist in over a year, 60.8%, responded that they
had no problems and no reason to go to the dentist. In the past two years, 97.2%
had experienced no dental problems that interfered with their daily activities. A
large proportion, 83.3%, preferred to obtain their services in a private dental office,
while 33.3% selected as a second choice care received through a community health
center/hospital based dental clinic. Not surprisingly, the majority of Seniors, 61%,
had no dental insurance coverage.
The school superintendent decided that incentives offered to the children might
create issues for those who did not return forms because their parents refused to
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with 58.3% listing dentists’ refusal to accept Medicaid as the second most frequent
issue. Seventy-nine percent of these providers identified their patient population as
being between 0- 18 years of age, with only 12.5 % having a patient population of
65 and older.
Transportation problems, at 50% were the third most frequent issue. Complete
survey results are listed in Appendix C.
The survey responses on dental needs of children in Stafford would seem to
indicate good oral health care based on reported frequency of dental visits and
adequacy of insurance coverage. If analyzed only on the basis ofthese responses
and no other indicators of need, the needs assessment for Stafford children would
be construed as indicating that there are sufficient providers and adequate access to
services. However, a sound community health needs assessment includes other
indicators ofneed and resource availability. There is a section of Stafford Springs
(the Borough) that has the greater share of financially disadvantaged residents.
Since the surveys were not separated by school, there was no good way to
determine if the survey respondents were representative of the poorer section of
town. This was also an issue with the Enfield Needs Assessment.
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complete them. The needs assessment process, therefore, did not include an
incentive for return component. The survey sent through the second grade had a
response rate of47%. Based on survey data, both parents and ctfildren had an
excellent overall rate ofregular dental visits, with 84% ofthe children and 75.5%
of the parents indicating that they had visited the dentist within the past year. Only
4% ofthe children had never been to a dentist. The majority ofrespondents, 67.8%
for children and 63.2% for parents, had private managed care insurance. The
overwhelming majority of children and parents had not experienced loss of school
or work due to dental problems. Also, the overwhelming majority ofparents
(94.4%) and children (88.8%) preferred to receive their dental care in a private
dental office. Their second choice was in a nearby community health center dental
clinic. Many additional comments referred to lack ofproviders and cost factors.
Some responses were from foster parents who reported that even though the
children were enrolled in the state’s Medicaid Managed Care HUSKY program;
most dentists they had contacted did not accept the plan or, if they did, were not
accepting any new patients
Five dentists were sent incorrect survey tools. Since a total of 10 dentist
responses were obtained, this group constituted half ofthe total and, therefore,
affected the information received and the ability to draw significant information
from the responses. For this reason, the responses ofthese five dentists were
compiled and analyzed separately. Their patient population was heavily weighted
toward those under 65 years of age, with four of the five dentists reporting their
patients as children up to 18 years of age. The majority ofthese dentists indicated
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that only some of their clients had problems obtaining dental health care, with fear
and cost being the main reasons for problems obtaining care.
The remaining five dentists who responded on the correct form were all
practicing in a private office setting. Only two indicated that they accepted private
managed care and only one accepted state assisted, fee for service payment. The
majority (80%) was not accepting any new patients whose dental services are
reimbursed through state assistance. The reasons given for this were"
reimbursement rates are too low, capitation rates are too low and
paperwork/administrative requirements are too burdensome. The majority ofthese
dentists indicated that they provided care at no cost or reduced cost to
accommodate financial problems.
Six ofthe ten dentists responding indicated that they would be willing to assist
the Stafford Oral Health Initiative. However, when contacted by phone to attend an
Advisory Committee meeting for the purpose of assisting in the strategic planning
process, only one dentist (an orthodontist) agreed to participate. Two other dentists
said that, although they would like to help, their time to attend meetings was
extremely limited.
The response from the health and human service professionals identified more
dental care access problems than were identified in responses from the other groups
surveyed. Seventy-five percent of this group indicated that their clients had at least
some problems obtaining dental care, and 25% indicated that most of their clients
had problems. The majority, 83.3%, responded that cost was the major problem,
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ENFIELD, CONNECTICUT
HEALTH NEEDS OF SUBURBAN CONNECTICUT COMMUNITY
ENFIELD (20, 26)
History, Demographics of the Population and Community Resources
As with much ofAmerican history, the beginnings ofEnfield trace back to
the original inhabitants of the area, the Connecticut River Indians and the European
settlers. Originally, in the early 1600s, the Enfield area was part of the Springfield
settlement and was called Freshwater Plantation. The boundary between
Massachusetts and Connecticut remained in dispute for many years, but in 1749
Enfield, Suffield, Somers and Woodstock became part of Connecticut.
Agriculture has been one of the most important industries in Enfield. The
fertile Connecticut River Valley provided a valuable resource for farming. Right
from the beginning, tobacco was an important crop. Tobacco began to be phased
out starting in the 1930s as cigar tobacco use decreased until recently, when there
has been resurgence in cigar smoking. Although the tobacco growing industry has
been mechanized in many ways, it is still a human, manual labor intensive industry.
Today, the tobacco farms are thriving again and the influx of seasonal agricultural
and migrant workers create public health issues for present day Enfield.
Prior to the Industrial Revolution, Enfield was home to a turpentine
industry. In the early 1800s, with the development ofthe carpet mills in
Thompsonville and gunpowder works in the Powder Hollow section, the area
become a manufacturing center.
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The closing ofthe Bigelow Carpet Mill in 1971 left the Thompsonville
section of Enfield with a significant loss in taxes, unemployment, and the demise of
an industry that had been so strongly tied to community. In a short time, the large
and expensive houses that were once home to the well to do Enfield residents were
redesigned as multiple family units. These houses were large enough to
accommodate multiple families and landlords saw the opportunity to obtain
lucrative government housing funds for low income housing. Today, this section
oftown has its own community police to help control drugs and crime in the area.
(27)
The town ofEnfield is located in North Central Connecticut, in Hartford
County, just below the Massachusetts state line. It is situated approximately
midway between the two major employment centers and large cities oftwo states,
Hartford, Connecticut and Springfield, Massachusetts. According to 1995
statistics, the population was 45,680 in an area of 33.8 square miles. In 1995; there
were 6,645 students enrolled in the school system, kindergarten through 12th grade.
The largest population segments in that year were between 15 and 49 years of age
(51%), with 21% under 15 years of age and 28% over 49 years of age. The per
capita income in 1995 was $25,385.
The major businesses in Enfield are in trade, service and manufacturing.
Between 1950 and 1960, the town experienced unusual and dramatic growth,
doubling its population. The completion of a major interstate highway (I- 91)
brought many new industries to the area and, subsequently, the need for workers,
housing and improved public services. Enfield looks and feels like a suburb of the
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major cities, Hartford and Springfield. It boasts one community college, two high
schools, two middle schools and nine elementary schools. Among the town’s
residents are 5,392 people with at least a Bachelor’s degree. (20)
Since many people of Italian as well as Irish and Polish origin immigrated
to the area, particularly with the growth ofBigelow Carpet Manufacturing
Company, these ethnic groups exert a strong influence on the community.
Typically, there is a Mount Carmel Italian Festival and a Polish Pierogi Festival
held every year in the town to celebrate the cultural influences of these ethnic
groups.
The Bigelow Carpet Company is gone, but there are new large and growing
manufacturers located in Enfield which provide the town with a strong tax base, as
well as increasing the demand for housing and local municipal services. These
companies include: Lego Building Corporation, owned by a Denmark company;
Phoenix Home Life Mutual Insurance Company; Hallmark Cards, Inc. and Casual
Comer Group. The unemployment rate in 1995 was 6.2% as compared to the state
unemployment rate of 5.6%. (26)
There are two libraries in town. These facilities are frequently used as
meeting places of local organizations.
The National Purple Heart Museum was recently awarded a one million
dollar state grant to be built on a 14 acre site in Enfield. A sign, clearly visible on
Interstate 91, announces the future construction of the Museum. Enfield boasts
yearly events such as the Taste of Enfield and Summer Concert Series, both of
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which attract many visitors to the town. The town also has a large shopping mall
and easily accessed smaller shopping center. The North Central Connecticut
Chamber of Commerce has the largest business membership in the state, although
many ofthese businesses are small, with three or less employees.
Enfield has its own police department and five fire departments with fire
stations located in different sections of the town. Local volunteers predominantly
staff the fire departments. The police department has an active Explorer’s Group
that is frequently involved in town events.
The town has a Council Manager form of government with an elected
mayor.
Health Services in the Community
Enfield residents have a choice of eight hospitals located within their health
service area. The most frequently used healthcare facilities in order of frequency
are" Johnson Memorial Hospital, St. Francis Hospital in Hartford, Baystate Medical
Center in Springfield, and Hartford Hospital. Ambulance services are provided by
the police department of the town and a contracted private emergency
transportation service.
At one point, Enfield had its own Visiting Nurse Association. This
organization was purchased by Johnson Memorial Hospital and developed into a
more regional service. Visiting nurse services are now provided through both the
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Manchester Visiting Nurse Association and Home and Community Health Services
of Johnson Memorial Hospital.
The North Central District Health Department, which provides the public health
functions to Enfield and six other municipalities, is staffed by a director ofpublic
health, three full time and one part time secretaries, seven sanitarians and a part
time health educator. It has an eighteen member Board representing the seven
towns on a per capita basis based on state statutes. The health department has
conducted many preventative medicine programs over the past decade. Several
have been funded by state grants including a large study of the incidence of
elevated blood lead levels among children in this non-urban area. Most recently,
the health department has embarked on a general community needs assessment.
In November 1998, the Enfield Neighborhood Community Clinic was
established to meet the health needs of the un- and underinsured ofthe town. Ii
provides free primary care medical services to its clinic population. As ofMarch
1999, 80 clinic patients had received primary care services there. However, to date,
no dental clinic services have been offered. The clinic has an all-volunteer staff of
physicians, physician assistants, nurses and clerical support. Most ofthe
equipment and supplies have been donated. It is mn through the Social Services
Department of Enfield.
DEVELOPMENT OF ENFIELD ORAL HEALTH INITIATIVE
Enfield’s Approach to Identification ofNeed
I began working on the Enfield Dental Health Initiative during the week
ofJanuary 25, 1999. The Enfield Oral Health Initiative was already in progress,
initiated and supported by the North Central District Health Department. The
North Central District Health Department had obtained an intern from the
University of Connecticut Public Health Program who had already begun the data
collection process.
A list ofAdvisory Committee members had also been established and the
participation of at least one local dentist assured. However, the Advisory
Committee had not met and would not be called together until after the initial
Needs Assessment data was gathered and analyzed.
Method ofDeveloping and Conducting Needs Assessment
A timeline was established for development and distribution of the survey
tools, collection and analysis of survey data, formation ofthe Advisory Committee
and the development of a strategic plan to meet the dental needs particular to
Enfield’s underserved residents. This timeline was structured as follows"
lo Survey tool design was to be completed by Februrary 1999.
Surveys were to be distributed from February 2 through February 22, 1999.
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Surveys were to be distributed from February 2 through February 22, 1999.
Analysis ofresponses and data compilation was to be completed by early
March.
Included in the planning process was the development of a relationship with the
University of Connecticut School ofDental Medicine and the Porter and Chester
Institute, both ofwhich, it was hoped, would supply necessary staffing for the
dental project.
As with the town of Stafford, there were four distinct tools to be used for
surveying health and human service professionals, dentists, physicians, seniors and
parents and children in the schools’ second grade. Since Stafford had already
distributed its surveys, the Enfield Initiative used the same revised survey tools. In
addition, care was taken when developing the list of survey participants to not
resend surveys to those who had already responded to the Stafford Needs
Assessment.
The surveys were to be distributed during a two-week period in February 1999.
Distribution channels were"
1. School nurses were to distribute survey through the second grade to provide
information on oral health of children in this grade level and their parents. A letter from
the school superintendent would be enclosed with these surveys. No incentives for
survey retum were offered.
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2. The senior center director was to distribute surveys to seniors during AARP
programs held at the Enfield Senior Center. The director also agreed to publish
information in her weekly newspaper column on the Enfield Oral Health Initiative
and needs assessment process.
3. Health and human service providers, physicians (including pediatricians and
primary care providers), dentists (including specialists) were to receive surveys by
mail. The local department ofpublic health would provide cover letters to be
included in surveys to these professionals.
4. An additional group of survey participants would be accessed through the Enfield
Neighborhood Community Clinic.
Completed surveys were to be collected within two weeks from date of
distribution and given to the State Oral Health Initiative personnel for data
compilation. An Advisory Group meeting would then be scheduled to discuss
results of surveys. In addition, after completion ofthe process, a town meeting
could be called to allow for further discussion by interested town residents and
professionals.
A total of 661 surveys were sent to human service professionals, primary
care physicians, general dentists and dental specialists. Returns for these groups
were: 7 of 15 primary care physicians (46%), 15 of20 human service professionals
(75%), and 12 of 31 dentists and dental specialists (39%). A total of 500 surveys
were sent to parents of second graders, with 253 remms (51%). Seniors returned
83 completed surveys. The clinic population originally yielded 6 survey responses,
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but was resurveyed in April and June, 1999 with an additional 22 responses
collected. Surveys were distributed starting February 8, 1999 and, except for the
Enfield Community Neighborhood Clinic, response was considered closed by
February 20, 1999. No further surveys were received in the mail or by other means
after June, 1999. Sample surveys and introductory letter are contained in Appendix
Do
Discussion of Survey Process and Responses (Refer to Table E)
The plan and procedure for identifying and addressing a public health issue can
be complex or simple according to the individual path a town chooses to take in its
process and strategic plan. The town of Enfield was led through this process by its
local health department. In this case, an Advisory Committee would not be called
together until after data had been collected and analyzed for presentation to that
committee. Initial discussions with Porter and Chester Institute provided a
potential resource to assist in the implementation ofthe Strategic Plan. The
involvement of a local dentist at the onset of the needs assessment process could
later prove to be a major advantage in the coordination of dental services.
As with the Stafford parent-child responses, the overwhelming majority ofthe
Enfield parents indicated that they not only had access to dental care, but also had,
in fact, taken advantage ofthat access within the past year. Responses indicated
that 92% of second grade children had visited the dentist within the past year, and
82% had private fee for service insurance or private managed care insurance. Only
8% had some form of state assistance and only 9% ofthe respondents had no dental
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coverage. Ifthe child had not been to the dentist within the past year, cost (34%),
not having a dentist (23%) or inability to get to the office or clinic (26%) were the
most frequently cited reasons. Only four children out of the total response of 253
had never been to the dentist. Eighty-four percent of the parents responded that
they had been to a dentist within the past year. A frequently cited reason for not
going to the dentist was cost (48%). Over 80% of this respondent group indicated
they preferred to receive dental care in a dentist’s office as compared to the other
choices ofnearby community health center dental clinic or school-based health
center dental clinic.
Responses from the Seniors were equally indicative ofparticipation in regular
dental care. Seventy-two percent of the 83 total respondents had visited the dentist
within the past year. Only ten respondents had not been to the dentist in five or
more years and, surprisingly, one respondent indicated that he/she had never be.en
to the dentist or a clinic. Ofthose respondents who had not been to the dentist
within the past year (18%), the most frequently cited reasons were cost (17%) and
no reason to go (16%). However, 71% ofthese seniors had no dental insurance
coverage and only 15% had some form of insurance. There was a strong
preference (72%) for care to be delivered in a private dentist’s office. Fifty-five
percent ofthese respondents had been told that they needed major dental work such
as dentures, crowns, bridges or partials, while 39% ofthese individuals had not had
this work done. The reasons most frequently cited were cost (43%) and no dentist
available (43%).
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The Neighborhood Community Clinic responses totaled 21 completed surveys
collected by April 20, 1999. The collection time for this group was extended to
allow for a greater number ofresponses since this group included adults who were
most likely not to have insurance or participate in state assistance programs. The
majority indicated that they had visited a dentist within the past year (33%) or
wirhin one and two years (33%). However, 19% had not visited a dentist in two to
five years and 14% had not been to a dentist in five or more years. The most
frequently cited reason for not visiting a dentist in the past year was cost (81%).
However, fear and not having or knowing a dentist (19% for both) were also
indicated as reasons for nonvisits. The majority (71%) did not have dental
insurance and a few (19%) had private managed care insurance. The majority of
respondents did not answer the question related to the ability to find dental care if
under state assistance. The majority (81%) also indicated a strong preference for
dental care provided in a dentist’s office. Nearly half ofthe respondents had ben
told that they needed major dental work such as dentures, crowns, bridges or
partials. However, 71% had not had the suggested work performed, with cost
(38%) being cited as the most common reason. Another 14% said that there was no
dentist available. One respondent indicated that the dentures had been made, but
he/she could not afford the $1700 needed for the required tooth extractions.
Surveys collected in April 1999 included information on age ofpatient (the
majority were between 32 and 37 years of age) and street location in Enfield. It
was felt that this information might provide further assistance in determining if a
specific area ofEnfield had a greater concentration ofpeople needing assistance
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with dental care services as well as determining location and type of service
delivery.
Health and human service providers who received the surveys included nine
physicians, three nurses and five social workers, including one Head Start
representative and seven counselors/directors. Ofthe total of 35 surveys
distributed, 25 were retumed (71%). This group ofproviders, probably because of
their client population, identified more people in the community as having
difficulty obtaining dental care. Fifty- eight percent indicated that most of their
clients had problems accessing dental care, while 33% indicated that some of their
clients had problems. The most significant impediments identified were: dentists
not accepting Medicaid patients (60%); cost (60%); and not having or knowing a
dentist (47%). The patient/client population that these respondents served included
all age groups, but predominantly 0- 18 year olds (67%). Most of the client
population was either on state assistance (40%) or middle income (40%).
Twenty dentists in private practice responded to the survey out of a total of 31
surveys distributed. All ofthem indicated that they accepted direct private payment
and fee-for-service insurance. However, only four ofthese dentists accepted
private managed care, only five accepted state assistance fee for service and two
accepted state assistance managed care. Similar in response to the Stafford dentist
surveys (80%), 75% ofthese dentists reported that they were not accepting new
patients whose dental services were reimbursed through state assistance, and only
two ofthe dentists indicated that they would accept new pediatric patients who
were covered through state assistance. The reasons most often cited for limiting
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the number of state assistance patients or not accepting any new state assistance
patients were: reimbursement rates are too low (83%); capitation rates are too low
(75%); paperwork and administrative requirements are too burdensome (58%); and
these patients do not keep their appointments (50%). These reasons coincide with
previous research conducted on non-participation of dentists in state assistance
programs. These dentist did indicate that they provided free care occasionally (9),
had payment scheduling (7), provided education to the community (8) and provided
dental screenings at no cost in schools or community settings (5). Complete survey
results are listed in Appendix B.
Because the surveys distributed through the schools were not kept
separated when collected, it was not possible to determine which ones came from
the school located in the most financially disadvantaged area ofthe town.
Likewise, the surveys to the Seniors were distributed at AARP meetings to a more
socially involved group who were active and possibly had more resources than-the
elderly who were home bound because of lack oftransportation and poor finances.
The Neighborhood Community Clinic population may have been the most directly
representative of the population needing more resources including dental care.
After all the other responses were tabulated, the local health department would
continue to collect data on this population with the clinic’s support and
cooperation. In addition, we looked at Emergency Department data where some
surprising numbers began to illuminate a population that might prove to be
representative of the group with the greatest needs for access and resources.
SOURCES OF DATA TO DETERMINE PERCEIVED NEED AND ACTUAL
NEED DATA
Emergency Room Data vs Needs Assessment
As part of an investigation into appropriate and inappropriate use of Johnson
Memorial Hospital’s Emergency Department, use ofthe hospital emergency service
by local people with dental problems was identified and quantified. A total of 84
patients were identified as admitted to the Johnson Memorial Hospital Emergency
Department in 1998 with a diagnosis of dental disorder. Twenty-nine Enfield
residents and 26 Stafford residents were admitted during this time with
undetermined Dental Disorders. Seven Enfield residents and seven Stafford
residents were admitted with a diagnosis ofBroken Tooth. Four Enfield residents
and one Stafford resident were admitted with Dental Caries as a diagnosis. Two
Enfield and one Stafford resident were admitted for unspecific Periodontal Disease.
A similar pattern is noted in the hospital’s FY 1996 through 1997 Emergency
Department admissions data. Johnson Memorial Hospital Emergency Department
dental admission data is contained in Appendix E.
Some ofthe most reasonable questions to explore are why community residents
are using a hospital Emergency Department for dental care that should be available
through a dentist’s office, whether they have and utilize regular preventative dental
care and whether these individuals have some form of insurance. Emergency
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Room data together with surveys of this population may provide credible
information on the oral health needs in these communities.
As mentioned previously, while respondents ofthe Stafford and Enfield needs
assessments provided little actual data, they did provide important information on
perceived needs including cost and transportation as barriers to care. However, it is
difficult to argue for allocation of funding when the population to be served cannot
be translated into actual numbers.
Existing Dental Clinics Data and Services
Enfield residents typically utilized Johnson Memorial, St. Francis Hospital and
Baystate Medical Center, as well as, to a lesser degree, Hartford Hospital. I called
data resources at Hartford Hospital and St. Francis Hospital regarding dental cases
and was unable to obtain statistical information. However, I was able to speak with
the director of the dental clinic at Hartford Hospital who indicated that few dental
cases from Enfield were seen in the hospital’s dental clinic. This may be supported
by the number of survey respondents from the community and social service
agencies who indicated that transportation was a problem in accessing dental care.
Stafford residents may also be utilizing Rockville Hospital’s Emergency
Department, but the only statistical data that I was able to obtain came from
Johnson Memorial Hospital.
Another data resource is that obtained from the Enfield Neighborhood Clinic
patients. These patients represent the underserved and financially disadvantaged
population in the town. These patients also have identified a resource for medical
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care and preventative health services, so they were cooperative in the survey
process and displayed an interest in obtaining needed dental care. There is no
clinic like this in Stafford, so determining population needs there is more difficult.
additional survey utilizing the health and human resource professionals could
provide better data on the underserved population’s needs.
Finally, the senior population surveys provided some quantitative information
on numbers not receiving dental care on a regular basis. The addition of the
questions regarding more extensive dental care service needs provided more useful
population information in the Enfield needs assessment.
COMPARISON OF COMMUNITY INITIATIVES
The completion of the formal survey process in the towns of Stafford and
Enfield provided insight into the perceived needs of these two non-urban towns.
However, because residents of these towns utilize healthcare resources elsewhere,
including a variety of hospitals, it is difficult to determine the actual target
population and their specific needs. Rather, the Emergency Department data was
identified as an important resource for this type ofinformation. The problems with
obtaining Emergency Department visit and diagnosis data are related to the current
difficulties hospitals in general are having collecting, sorting and analyzing this
data themselves. In addition to obtaining statistics based on diagnosis, information
must also be obtained and analyzed regarding insurance coverage, balanced billing
for charges not covered by insurance or managed care coverage and address of
patients as well as other demographic data. The needs assessments alone may not
provide either town with sufficient data to establish a definitive picture of oral
health needs.
The town of Stafford has fewer resources and a less developed healthcare
infrastructure than Enfield. The Neighborhood Community Clinic in Enfield
provided not only important indicators ofpopulation needs, but also a possible
conduit for some dental services. Stafford does not have any similar clinic
resource.
On the other hand, Stafford, because of its smaller population and rural
characteristics, was better able to establish a "grass roots" type movement toward
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solving its dental care issues. Residents were more willing to take on a political
advocacy role and petition the state legislature for assistance with funding.
Historical perspectives on both towns illustrate the way that community
development contributes to present day resource availability. In the instance of
resources needed to meet dental health needs, Stafford and Enfield have vast
differences. Stafford and Enfield both began as agricultural communities and then
developed into industrial towns. However, when the textile mills in Stafford
closed, the town had no other resources to continue its development.
Consequently, it remained a rural town with a distinct section where the financially
disadvantaged population grew. Enfield, on the other hand, continued to grow even
after the famous Bigelow Carpet Factory closed. The area where the carpet factory
had been located became the area where this town’s disadvantaged population
resides, but the remainder of the town developed more industry and attracted
several large companies. These companies provided employment and community
support so Enfield’s health and social service infrastructure became stronger than
Stafford’s. Enfield’s population has grown to nearly 50,000 and its location on
Interstate 91, a major transportation highway, has continued to foster growth in
population, resource availability and economics. Enfield’s health department is
larger and has more staff and resources than Stafford’s health department.
Moreoever, because it covers a larger health district, this department can draw on
other resources. Stafford’s health department is small and understaffed.
Both towns had approximately 50% returns from surveys distributed in the
schools and similar retums from professional groups. As noted previously, the
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child/parent returns were not separated by school, which hampered the ability of
both towns to identify particular problem areas. This could be especially important
since both towns received similar high positive responses to dental visits within the
past year among children and parents. However, if the financially disadvantaged
population did not respond to this survey, simply identifying the school would only
identify that this population did not respond to this type of information gathering
tool.
More Enfield seniors surveyed (72%) reported visiting the dentist within the
past year, than did Stafford seniors (40%). Stafford seniors (60%) indicated that
they had no reason to go to the dentist within the past year as compared to the
Enfield seniors (16%) who had not been to the dentist within the year. In both
Stafford (61%) and Enfield (71%) the senior respondents reported no insurance for
dental care. Since Medicare does not cover dental care, these seniors had chosen
not to purchase additional insurance coverage. Stafford seniors (52%) and Enfield
seniors (32%) who received state assistance reported inability to find a dentist to
treat them. Neither group, Stafford (97.2%) or Enfield (81%) reported having
severe dental problems that interfered with daily activities. Both groups, Stafford
(83.3%) and Enfield (72%) reported dental office as a preferred place for treatment.
In Enfield two more questions were surveyed on the senior tool than in Stafford.
These questions referred to major dental work care and access. Ofthe population
who indicated the need for major dental work (55%), the majority (61%) had, in
fact, received the care. However, of the 39% who had not, the two major issues
were cost (43%) and no dentist available (43%).
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Since the health and human service provider list for Stafford included many on
the initial provider list of Enfield, there was some overlap of lists. However, if a
provider on both lists had not responded to the Stafford survey that was mailed
first, that provider was sent another survey request. In the Stafford health and
human resource provider survey, a larger percentage oftheir clients (100%) were
reported as having difficulties obtaining oral health care, as compared to 76% of the
Enfield health and human resource providers, who reported difficulties in their
Enfield clients obtaining oral health care. The greatest barrier to receiving care in
both Stafford (83.3%) and Enfield (64%) was cost. There were other significant
factors in Stafford including: dentist not accepting Medicaid (58.3%), can’t get to
the office (50%) and do not have or know a dentist (37.5%). In Enfield other
significant factors included: dentist not accepting Medicaid (60%), can’t get to the
office (48%) and do not have or know a dentist (44%).
In both towns, 100% ofthe dentists accepted private payment and the majority
in Stafford (80%) and in Enfield (95%) accepted fee for service insurance.
However, in the Stafford survey a larger proportion of dentists (40%) indicated that
they accepted private managed care as compared to 20% ofthe dentists responding
to the Enfield survey. In the Stafford survey, none ofthe dentists responded that
they would take state assistance clients, however, 20% said, in a subsequent
question, that they were accepting new patients whose dental services were
reimbursed through state assistance. In the Enfield survey, 10 % ofthe dentists
indicated that they would accept patients on state assistance and an additional 20%
responded that they would accept state assistance patients, but limited to certain
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circumstances. Ten percent ofthese dentists responded that they would only accept
new state assistance patients who were children. In response to the question as to
why they would not accept these new patients, the majority indicated that the
reimbursement rates were too low (80% in both towns). Another large percentage
(80% in Stafford and 65% in Enfield) indicated that capitation rates were too low
and paper work and administrative requirements too time consuming.
The Enfield Neighborhood Community Clinic survey provided information that
indicated that this group when compared to other survey groups was receiving less
dental care. For example, 33% of this group had been to the dentist within the past
year while 66% had dental care sometime between one and as long as five years. In
comparison, 72% ofthe senior survey respondents had been to dentist within the
past year, although 71% ofthese seniors did not have dental insurance. The
community clinic respondents’ most frequent reason for not going to the dentist.
was cost (81%) and 71% of this group had no dental insurance. A significant
proportion (48%) who were on state assistance, could not find a dentist to treat
them. In contrast, only 4% ofthe senior survey respondents did not have or know a
dentist who would treat them.
Since the uninsured or state assistance population indicated more difficulty
accessing a dentist, especially because of cost, utilizing Emergency Department
data and surveying the Neighborhood Community Clinic population may provide
significant information on the population in need. As ofMarch, 1999 the Enfield
Neighborhood Community Clinic had provided primary care services to 79
uninsured individuals from Enfield. The clinic continues to operate twice monthly
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and patients include new clients as well as established clients who have used the
services in the past. Since this group represents uninsured individuals of Enfield,
the clinic can continue to provide information on dental needs of, as well as
resources utilized by, the uninsured population.
At this time, Stafford and Enfield are continuing to work on their Oral Health
Initiatives. The Stafford Oral Health Advisory Committee has met to review the
needs assessment data and begin the process of determining a direction for
improving the oral health of the town’s residents. Enfield is presently working
with a dental fellow from the University Connecticut and attempting to obtain
further data from the emergency departments ofHartford Hospital and St. Francis
Hospital. Further data will continue to be collected for both towns as available
through the hospitals and health departments. The dental clinics located in the
larger tertiary hospitals have been contacted both as data sources as well as
resources for care. At least initially, representatives from the Enfield Oral Health
Advisory Committee will attend Stafford Oral Health Advisory Committee meeting
to explore resource sharing opportunities. The North Central District Health
Department continues to obtain the participation of dentists and is progressing
toward the establishment of dental services for its residents while exploring the
potential provision ofthese services to other towns in its service area.
.Conclusion and Recommendati0n,s for Further Study
This project and resulting paper have focused on the oral health needs oftwo
non-urban communities located in north central Connecticut. Research into the
6O
development ofthese two towns and their present demographics helped identify the
resources available for undertaking the needs assessment process and developing a
strategic plan that meets the needs ofthe individual communities. The history of
the events leading to the identification of a public health issue is important to
understanding how each town addressed that issue. The results of the needs
assessments from the two towns identified similarities in responses from the
population but raised a question as to whether the respondents were, in fact, the
target population. Identification of other data resources, such as emergency
department admissions and community clinic populations, resulted from the
analysis of the needs assessment data.
Although it is desirable to perform a needs assessment, results may be limited to
a community’s perception of need, especially if this is the only reliable tool used to
determine need. The population that is underserved and financially disadvantaged
may not necessarily be identified in this process unless this population is
deliberately oversampled and efforts made to collect data from this group in
particular. The areas where the un- and underinsured were likely to live were well
known in the two towns. Utilizing the health and human resource providers may
help to target this population better.
Obtaining data from emergency admissions as well as insurance information on
these patients may well provide another important resource for targeting the needy
population. Continuing to collect data from community clinics, as well as
conducting an oral health screening using a dentist, may help to further determine
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this population’s needs and provide usable information for necessary financial
resources.
Regionalization of services and collaboration between towns that do not have
access to resources needed to establish clinics may result in more efficient delivery
of care, appropriate direction of care and efficient utilization of limited community
funds. In addition, regionalization may encourage funneling of government funds
to the non-urban areas where obtaining these funds is very difficult at present.
Since Enfield has a community clinic program already established and this
population is uninsured, this program can continue to provide information on the
dental health needs ofthis population through continuation ofthe survey process.
In addition, the North Central District Health Department has the mechanism
already in place to conduct a dental assessment clinic through its proposed joint
project with Porter and Chester Institute. A dental assessment clinic can provide
information on specific oral health status and needs ofthe uninsured population in
Enfield. In addition, since resurveying the second graders in the school located in
the disadvantaged section of the town of Enfield produced no returns, these
children can be targeted for a dental health assessment clinic in the same manner
during the school year.
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STAFFORD HEALTH DISTRICT
STAFFORD- STAFFORD SPRINGS UNION
Bruce D. Lundgren, M.P.H., R.S.
Director of Health
Warren Memorial Town Hall
Stafford Springs, CT 06076
Tel. (860) 684-5609
Fax: (860) 684-9845
STAFFORD ORAL HEALTH INITIATIVE
January 14, 1999
Dear Health & Human Services Provider:.
In an attempt to identify and address the specific oral health needs in our community, a collaboration of
neighbors, health care providers, educators, legislators and advocates have formed the Stafford Oral
Health Initiative. We are presently in the exploratory and development stage and cordially invite you to
join in this unique cooperative effort.
Enclosed is a brief questionnaire to aid in identifying those oral health problems that are specific to your
area. Please return this questionnaire no later than two weeks from receipt, to facilitate the review of this
fact-finding initiative. You are the integral link to the community in this collaborative effort. Hopefully,
together we can develop concrete and lasting programs that will improve the oral health of the population
we serve.
In advance, we thank you for your cooperation and efforts to improve the quality of life of our citizens.
Sincerely,
Bruce D. Lundgren, MPH, RS
Director of Health
Stafford Health Distdct
PLEASE RETURN COMPLETED QUESTIONNAIRE IN ENCLOSED SELF-ADDRESSED STAMPED
ENVELOPE BY THE END OF JANUARY.
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STAFFORD ORAL HEALTH INITIATIVE
January 10, 1999
Dear Doctor;
In an attempt to identify and address the oral health needs in our community, a
collaboration of neighbors, health care providers, educators, legislators and advocates
have formed the Stafford Oral Health Initiative. We are presently in the exploratory and
development phases of the project and invite you to join us in this unique, cooperative
effort.
Enclosed is a brief questionnaire to aid in identifying a variety of oral health care issues
specific to our community. Please complete and return the enclosed survey no later than
two weeks from receipt, to facilitate the review of this fact finding initiative.
Your input as an oral health care professional is crucial to the success of this project. We
welcome any comments that you might have, and invite you to participate in the ongoing
work of the Stafford Oral Health Initiative. Together, we can enhance oral health and
oral health care access in our community.
Thank you in advani:e for your cooperation and efforts to improve the quality of life of
our citizens.
Sincerely,
Bruce Lundgren, MPH, RS
Director of Health
Stafford Health District
?3
STAFFORD ORAL HEALTH INITIATIVE
Dear Health & Human Services Provider:
Kindly take a minute or two from your busy schedule to complete the very brief
(4 questions) survey that follows:
1. PLEASE CIRCLE THE APPROPRIATE AFFILIATION. am a...
a. Physician d. Head Start Representative
b. Nurse e.W.I.C. Representative
c. Social Worker f. Other
2. HOW MAN OF YOUR CLIENTS HAVE A PROBLEM GE’FRNG ORAL (DENTAL)
HEALTH CARE?
Most Some ._.._None
3. WHAT ARE THE PROBLEMS? (Mark all that apply)
........_Dentist wont accept Medicaid
__..._Fear, nervousness, pain, dislike going
_...._st, can’t afford care
Can not get time off from work to go to the dentist
_Can not get to the office (too far away, no transportation, no appointments
available, no child care)
..___Language or other cultural barriers
Do not have/know a dentist
_No reason to go (no problems)
Other more important things to worry about, dental health low pdodty
_Other:
4. Your patient/client population is" (check all that apply)
_...__Age 0-18 years _Age 19-65 years Age 65 plus
_..__State Assistance Middle Income Affluent
Optional Name _Phone
Would you like to participate in the ongoing work of the Initiative?
yes..___ no_
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STAFFORD ORAL HEALTH INITIATIVE
An effort is underway to determine the unmet oral health needs and to enhance access to oral
health care in the communities in which we live and work. We need your input and guidance.
Kindl’ these 6 brief questions and return bY January 25th in the envelopeprovided.
Name (Optional): Type Of Practice
Practice Setting: Private Office Private Clinic Community Health Center
1. What forms of payment do you currently accept for dental services in your office?
Direct Private Payment (Check, Cash, Credit Card,
Private Fee-For-Service Insurance (BC/BS, Delta DetCal, EIc.)
Pdvate Managed Care (CIGNA Dental Health, AETNA Preferred Dental, Etc.)
State Assistance: Fee-For-Service Medicaid/Title 19/’Access"
State Assistance: Managed Care "Medicaid Managed Care’/"HUSKY"
2. Are you accepting any new patients whose dental services are rough State Assistance?
NO YES: Children Only Adults Only Children & Adults
YES, but limited to certain circumstances:
3. If you do not treat any, or
you limit the number, or
you limit the tyDe (e.g., only children, only elderly, only handicapped, etc.)
of patients whose dental services are reimbursed through State Actstance,
WI-IY?
,L. ,,; ::.:.:,.;..’.’.;2::"-.’:,",:.,
Fee-for-service reimbursement rates are too low
Capitation rates are too low
Paperwork and administrative requirements are too burdensome
Patients do not keep appointments
Patients are unmanageable
Patients are too medically risky
Patients don’t follow instructions
Patients upset the other patients
"If you treat one, you have to treat them all..."
do treat State Ass=stance patients but none or very few ever come to my oce
would treat State Assistance patients if could limit to specific days and hours
would treat State Assistance patJents on a limited basis if could do so in a dental clin=cal
facility outside of my office
Other:
4. Do you provide dental care for uninsured or underinsured populations other than State Assistance?
If so, in what capacity?
Rnfin_lv C)r_r’...ginnllv N_v.or
provide care at no cost if patients are not able to pay
offer patients reduced cost payment schedules to
accommodate their financial situation
provide care for patients at no or reduced cost in a
community facility (e.g., school-based health center,
community health center, convalescent home etc.)
provide dental screenings at no or reduced cost in
schools or other community settings
provide oral health education programs in schools or
other community settings
Other.
5. In what capacity EL[g. you consider becoming part of an ongoing effort to enhance access to oral
health care for underserved people in your community?
Check All That Apply
Become an active Title 19 (Medicaid/HUSKY A) provider
Become an active HUSKY B provider
See patients in my office on a limited basis, referred by a community facility, at a reduced fee
and/or adjusted payment schedule to accommodate their financial situation
Provide care in a community facility dental clinic on a limited basis, at a reduced fee and
adjusted payment schedule
Provide care. in a community facility dental clinic on a limited basis, Z]3JY. at my usual fee
Volunteer to provide oral health education programs in schools or other community settings
Volunteer to provide dental screenings in schools or other community settings at no cost
Volunteer to provide technical assistance and professional consultation to community oral
health facilities and programs (e.g., denta/clinic design, dental office management, etc.)
Other
would NOT participate in a community oral health access enhancement program
6 Comments: What "DOABLE" scenario would enable you to be an active dental care provider in a
program to enhance oral health for underserved people in your community? Be Creat’vel
Would you like to participate in the
ongoing work of the Initiative? yes no_.....,_
STAFFORD ORAL HEALTH INITIATIVE
We need your help in our efforts to increase access to dental health care for you and your family,
your friends, neighbors and community. Please answer these 6 brief questions about your
experiences with dental care.
1. How long has it been since you last visited the dentist or dental clinic?
NOTE: If you answer "a" _SKIP QUESTION 2.
a. Within the past year (12 months)
b. Between one (1) and two (2) years ago
c. Between two (2) and f’rve (5) years ago
d. Five or more years ago
e. have never been to the dentist or ental clinic
2. What are the most important reasons that you have not visited the dentist in the last
year? Note: (;beck all that a_ooly
a. Fear, nervousness, dislike going
b. Cost
c. Do not have, or do not know a dentist
d. Cannot get to the office or clinic (too far away, no transportation, no child
care, no convenient appointments available)
e. No reason to go (no problems, no teeth)
f. Other more important things to worry about
g. Have not really thought about going to the dentist
3. What dental insurance coverage do you have that pays for all or some of your dental
care? Note: Ch=ck all that a_o.oly
a. State Assistance: Fee-for-service (Medicaid, Title 19)
b. State Assistance: Managed Care (’HUSKY A’, HUSKY B’)
c. Private Fee-for-service Insurance
d. Private Managed Care Insurance
e. No dental insurance coverage
4. If you get State Assistance for dental care (Medicaid, HUSKY A, HUSKY B),
can you find a dentist to care for you? Yes No
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5. In the past two years, how many days total have severe dental problems such as pain
or infection in the teeth, gums or jaws prevented you from participating in your daily
activities, such school or work?
Include visits to the dentist for emergency, non-routine treatment, but
not routine visits such as fillings, cleanings or removal of wisdom teeth.
a. Part of one day
b. One full day
c. 2 4 full days
d. 5 or more days
e. None
6. In which setting would you prefer to go for routine dental care?
J[_Q_T_F= Assume that cost and payment are the same for any choice, and that cost
and payment are adjusted to meet your financial situation.
Write "1" for your first choice and "2" for your second choice.
a. In a pdvate dental office
b. In a nearby community health center dental clinic
c. In a school-based health center dental clinic
d. In a hospital-based dental clinic
e. Other (where?
f. would NOT routinely go to the dentist
Comments:
Thank you for your help with this important project.
ORAL HEALTH ACCESS ENHANCEMENT PROJECT
We need your help in our efforts to increase access to dental health care for you and your family, your
friends, neighbors and community. K]ndly complete these 6 brief questions and return to your child’s
teacher by in the envelope provided.
NOTE: Answer each question as it applies to you an__.d the child who brought this survey home.
YOUR
YOU CHILD
1. How !ong has it been since you last visited the dentist or a dental clinic?
a. W’tchin the past year (12 months)
b. Between one (1) and two (2) years ago
c. Between two (2) and five (5) years ago
d. 5 or more years ago
e. have never been to the dentist or a dental clinic
2. What are the most important reasons that you have no._._t visited the
dentist in the last year? ltr=i’ -.
a. Fear, nervousness,egoing
b. Cost
c. Do not have, or do not know a dentist
d. Cannot get to the office or clinic too far away, no transportation,
no day care, no convenient appointments available
e. No reason to go no problems, no teeth
f. Other more important things to worry about
g. Have not really though about going to the dentist
3. What dental insurance overa r0u have that ,s for ;ome or all
of your routine dental care?
a. State Assistance: Fee-For-Service (Medicaid, T’le 19, "Access’)
b. State Assistance: Managed Care (’HUSKY A’, "HUSKY B"
c. Private Fee-For-Service Insurance
d. Private Managed Care Insurance
e. No dental insurance coverage
4. If you get State Assistance for dental care (Access, HUSKY A, HUSKY B)
can you find a dentist to care for you?
a. Yes
b. No
CONTINUED
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YOUR
YOU CHILD
5. In the past two. years, how many days total have severe dental problems
such as pain or infection in the teeth, gums or jaws prevented you from
nlg
in your daily activities such as work or school?
nclude visits to the dentist for emergency or NON-routine
treatment, but do no.._tt include visits for routine tre_atment such as fillings,
cleanings, or routine removal of wisdom teeth.
a. Part of one day
b. One full day
c. 2 full days
d. 5 or more days
e. None
6. In which dental setting would you prefer to go for routine dental care?
ssumethat cost and payment are the same for any choice,
and that cost and payment are adjusted to meet your financial situation.
Write "1" In the Box For Your First Choice and "2" For Your Second.
a. In the private dental office
b. In a nearby community health center dental clinic
c. In a school-based health center dental clinic
d. In a hospital-based dental clinic
e. Other (where?
f. would NOT routinely go to the dentist
Comments:
Thank you for your help with this important health project.
APPENDIX C
Stafford Survey Results Tables
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Reporte,d Oral Health Needs for,,Children in, Stafford"
!90 (Su.eys sent), 90 .(Responded), 47.3%
1. Howlong hasit been since you last visited a dentist or
dental clinic?
al Within the past year (1 to i2 months ago’), .",,.’,’
b. Within the ,past 2 years (1 to 2 years ago)
c. Within the past 5 years (2 to :5 years.., ago)
d. 5 or more years ago
e. I have never been to the dentist or dental clinic
Number
76
Percent
84%
7 7%
3%
4%
2. Whai are the most important reasons that you have not
visited
...the dentist in the past year?
a. Fear, nervousness, pain, dislike going
b. Cost
c. Do not have or do not know a dentist
d. C,annot get to the office or, clinic
e. No reason to go
f. Other more important things to worry about
g.. Have not really thought about going to the d’ti.t
Number
7
3
Percent
7%
34%
26%
11.5%
11.5%
0
7%
3 Do you have dental insurance coverage that pays for
some or all. ofyour routine dental care?
a. State’Assistance: Fee-For-Service (Medicaid,’iJ’e 19,
"Access")
b. State Assistancei Managed Care ("HUSKY A",
"HUSKY B")
c. Private Fee-For-Service Insurance
d. Private M.anaged Care Insurance
e. No dental insurance coverage
Number
5
10
59
Percent
67.8%
10.3%
4i Are you eligible for State Assistance (Access, HUSKY
A, or HUSKY B)
a. Yes
Number Percent
4 4%
b. No 7 8%
82
5. In the past 2 years,how many days total have severe
dental problems such as pain or infection in the teeth,
gums orjaws prevented you fi’om engaging in your daily
activities such as work or school?
a. One half day or less
b. One full day
C. 2 full days
d. 5 or more days
e. None
6. Ifyou presently do NOT routinely do to the dentist, in
which dental settg would you routinely go for dental
care? Write "1" for your t choice and "2" for your 2
choice.
a. In the private dental office
b. In a nearby community health cente dental clinic
c. In a school-based health center dental clinic
d. I would NOT routinely go to the dentist
Number Percent
4 5%
2 2.5%
2 2.5%
2 2.5%
70 87.5%
l*t % 2. %
80 88.8 3 3.3
4 4.4 16 17.7
5 5.5 10 11.1
1.1 13 14.4
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Reported Oral Health Needs for Parents in Stafford:
!90 (Surveys sent), 90 (Responded), 47.3%
i. Hw long has it been sinceyou last visited the dentist or
a dental clinic? Note: If you answer "a" SKIp.,# 2
a. Within the ,past year (1 to 12 months ago)
b. Within the past 2 years (1 to 2 years ago)
c. Within the pNt 5years (2 to 5 years ago).
d. 5 or more years .ago
e. I have never been to the dentist or a dentaiclinic
Number Percent
68 75.5%
8 8.8%
7 7.7%
6 6.6%
0 0
Number2. What are themost important reasons that you have not
visited ,,the dentist ,in the !ast year?
a. Fe.ar, nervousness, pain, dislike go.m.,g
b. Cost
c Do. no have, or do .not know a dentist
d. Cannot get to the,0ffice or clinic
e. No reason to go
f.. Other m0re.important thirgs o worry abo.u.i
g. Have not really though about going to .the dentist
Percent
13
7
0
3
0
8.8%
0
2.9%
0
3. Do yogi have dental insurance coverage that pays for
some or all.ofyour routine dental care?
al State Assistance: Fee-For-Service (Medicaid," Title 19,
"Access").
b. State Assistance: Managed Care ("HUSKY A", "HUSKY"
Number Percent
B") 2 2.2%
c. Private’FeeFor-Service Insurance 13’
55d. Private ManagedCare Insurance
e. No. dental insurance coverage... 16
14.9%
63.2%
18.3%
4. Are you eligible for State Assistance (Access, HUSKY A,
or HUSKY B) but cannot find a dentist to .car for YOU? Number
a. Yes 2
b. No 2
Percent
2.2%
2.2%
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5. In the past 2 years, how many days total have severe
dental problems such as pain or infection in the teeth, gums
or jaws prevented you from engaging in your daily activities
such as work or school?
.a. One half d.ay or less
b. One full day
c. 2 days
d 5 or more days
e. None
Number
7
5
65
Percent
8.4%
6%
4.8%
78.3%
6. If you presently do NOT routinely go to the dentist, in
which dental setting would you routinely go for dental
care? Write "1" for your choice and "2" for your 2"’
choice
a. In the private dertal office
,b. In a nearby community health center dental clinic
c. In a school-based health center dental clinic
d. I would NOT routinely go to the denfist
a % 2"a
85 94.4
7 ’7.7 22
0 0 5
0 0 13
%
24.4
5.5
14.4
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,Reported Oral Flealth, Needs ,for the Stafford Seniors
44 Responded
1. How long has it beensince you last visited the dentist or
dental clinic? Note: Ifyou answer ’a", SKIP QUES.TION 2..
a. Within
..the past year (12 months)
b. Between On (!) and two (2). years, ago
C. Be.tween ray.0 (2) and five (5) years, ago
d. Five.or more years, agoe. Ihave never ben to the dentist or dental clinic
Number
16
Percent
40%
6 15%
7 17.5%
11 27.5%
2. What are the mostimportant reasons that you have not
visited the dentist in the last year?
a. Fear, nervousness, dislike going
b. Cost
c. Do not have, or do not know a den.fist
Number Percent
3 13%
"’d. cannot, ge o the office or clinic
e. No reason to go
f. Othe.r more. importan things tO wo.rr "about
g. Have not really thought about going to the dentist
2
0
14
8.6%
0
4.3%
60.8%
4.3%
2 8.6%
3. What dentaliance coverage do you have that pays for
all or some ofyour dental care?
a. State Assistance: Fee:fortS,,er ce (Medicaid, iiJ. 19)
b. State Assistance: Managed Care ("HUSKY A", "HUSKY
c. Private Fee-for-service insurance
d. Private Managed Care Insurance
e. No dental insurance
Number
0
0
3
11
22
Percent
0
8.3%
30.5%
61%
4. If you get State Assistance for dental care n ;u find’ a
,dentist to care for you?
a. Yes
b. No
Number Percent
3 7%
14 32%
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5. In the past 2 years, how many days total have severe dental
problems such as pain or infection in the teeth, gums orjaws
prevented you from participating in your daily activities, such
school or work?
a. ,,part Of one day
b. One full day
c. 2- 4 ful! days
d..5 or more days
e. None
Number
35
Percent
2.7%
97.2%
6. In which setting would you prefer to go for routine
dental care? Write "1" for your t choice and "2" for
your 2"d choice
a. In a private dental office
b. In a nearby cmmunity aealth center dental clinic
c. In a school-based health center dental clinic
d. In a hospital,based dental clinic
e. Other
f. I would N(T routinely go to"the dentist
1st % 2nd %
30 83.3 4.1
4 11.1 8 33.3
0 0 3 12.5
0 0 8 33.3
2.7 2 8.3
2.7 2 8.3
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Reported Oral Health Needs per Health & Human Services Providers
44 Surveys Sent,.20 Responded, 45%
i.. P!ee .circle the appropriate affiliation, am a
a. Physician
b. Nurse
c. Social Worker
d. Head, Start Representative
e. W.I.C..Representative
f. Other
Number Percent
0 0
0 0
6 25%
0 0
o 0
75%
2. How many ofyur clients have a problem getting oral
(dental) health care?
Most
Some
None
Number Percent
5 25%
15 75%
0 0
3. What are the prob!ems?
a. Dentist won’t accept Medicaid
b. F..ear, nervo.usness, pain, dislike going
c.. Cost, can’t afford care
d. Can not get time off from work to g0..t0 the ’d..entist
e. Can not get to the office
f. Language Or other ctltural barriers
Number
14
6
20
Pe’cent
83.3%
12 5O%
0 0
37.5%
29.1%
g. Do not, have/laaow a den.tist 9
h. No reason to go
i. Other more important things to worry about, dertalhealth
low priorit7 7
j. Other 2 8.3%
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4a. Your patient/client population is: [Number] Percent
Age 0-18 years
Age 19:65
Age 65 plus
State assistance
Middle Income
16
3
15
66.6%
12.5%
62.5%
16
Affluent 3 12.5%
Low Indome 2 8.3%
4b. Wuld you like to participaie in the ongoing work Of
the initiative?
Yes
Number
6
8
Percent
36%
40%
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Reoorted Oral Health Needs per Community Dentists
35 Surveys Sent, 10_Responded, 29%
Practice Setting: 5 Private Office Dentists
1. What forms oi; payment do you currently accept for
dental services in you office?
a- Directl Private Payment (check, cash,. reditcds, etc.)
b. Private Fee-For-Service Insurance (BC/BS, Delta Dental,
etc,)
c. Private Managed Care (CIGNA Dental Health, AETNA
Preferred Dental, etc.).
d. StateAssistance" Fee-for-service (MedicaJdFritle
19/Access)
e. State Assistance: Managed C’are (Medicaid’Managed
Care/HUSKY)
Number
0
Percent
100%
80%
4O%
20%
0
2a. Are you accepng any new patients, whose dental
se.rvices are reimbursed through.State Assistance?
No
Yes
Yes, but limited to certain circumstances
Number Percent
4 80%
20%
0 0
2b. Are you accepting any new patients, whose dental
services are reimbursed through State Assistan.ce?
Children Only
Adults Only
Number
0
Percent
0 0
Children and Adults 0 0
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3. IfLyou d0not treat any, or you limit the number, or you
limit the type (e.g. only children, only elderly, only
handicapped, etc.) ofpatients whose dental services are
reimbursed through State Assistance., Why?
a. Feefor-service reimbursement rates are too low
b. Capitation rates are too low
c. Paperwork and administrative requirements are too
burdensome
d Patients do not’ keep appoiatents
e. Patients are mamanageable
f. Patients are too medically risky
g. Patients dont follow instructions
h. Patients upset the. other’ patients
i..’.’If you treat .one.,. you ’have. to treat them all"
j. I do treat State Assistance patients but none or very few
ever come to my office
k.Iwould’treat State Assistance patients’ ifI could limit to
specific days and hours
I. I would treat State Assistance patients on a limited basis
if could do so in a dental clinical facility outside ofmy
office 0
Number Percent
4 80%
4 80%
4 80%
3 30%
o o
0 0
0 0
0 0
2 40%
0 0
0 0
0
20%
4, Do you provide dental care for tminsured
or tmdefinsured populations other than
State Assistance?... If.so, m what capacity?
a. I provide care at no cost if patients are
not able to pay 2
b.’I offer patients reduced cost paymeni
schedules to accommodate their financial
situation
c. I pr0de care for pati’ents at no or
reduced cost in a comm..unity facility
d. p’ovide dental screenings at no reduced
cost in schools or. o.ther community settings 0
e. provide oral health education programs
in schools, or other community settings 0
Routinely,
0
Occasionally, Never
3 0
5 0
2 0
2 0
0 0
0
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5. In what capacity might you consider beeongpart Of
an ongoing effort to enhance access to oral health care for
undeserved people in your community?.
a’ Become and active Title 19 (Medicaid/HUSKY A)
provider
b. Become anaciive HU’SKY B provide.,,
c. See patients in my office on a limited basis, referred by
a community facility, at a reduci:d fee and adjusted
payment sch.edule
d. Provide care in a community facility dental linie on a
limited basis, at a reduced fee and adjusted payment
scheduled
e. Provide ce ’in a community facility dental"’elinic 0a a
limi.’ted b...asis, ortly at my fee
f. Volunteer to provide oral health education programs in
schools or other communi settings
g. Volunt’eer to’provide dental screenings in’,hool’s 8r
other.co.mm..unity settings, a no cost
h. Volunteer to provide technical assistance and
professional consultation to community oral health
facilities
.and pr.0gr
i’ Other
].i’wouldNO" participate in’a community oral healt
Number
access enhancement program
0
Percent
40%
40%
0
60%
0
20%
6. Wouldyoalike to p’ficipate in the ongoing work of
the Initiative?
Yes
No
Number Percent
3 30%
10%
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.Reported Oral Health Needs per,$taff0,.rd Community Dentists
Filled out wrong survey form
5 Responded
i. Please cfl’cle the appr0priie affili.ati..on, Iam a...
a. Physician
Number Percent
o0
b. Nurse 0 0
c. Social Worker 0 0
0
0
5
d. Head S
.tart Representative
e. w.I.C. Representative
f. Other
0
0
lOO%
2. How many of your clients have a problem getting oral
(dental).health care? N.umber
Most
Some 2
None
All
Percent
20%
40%
20%
3. What arc the Poblcms?
ai Dentist won’t accept...Medic.ad
b. Fc..ar, ne.rvousness, pain, dislike going
c. Cost, can’t afford care
ck Can not ge.t time off fi-oa work go ’to the dtist
c. Can not get to the office
f. Language or other cultural barriers
g. Do not have/know a dentist
h. No reason to go
i. Other more important thingS; to worry about, dental health
low priority
Number
0
Percent
2
0
0
1
40%
60%
40%
0
0
20%
40%
20%j. Other
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4a. Your patient/client population is: [Numberl Percent
Age 19-65 3 60%
Age 65 plus 2 40./,0
State assistance 20%
Middle Income 3 60%
AfNaent 2 40%
4bl Would you like to participate in the Ongoing work of
the initiative? Number Percent
Yes 3 60%
No 20%
20%Maybe,
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Reported Oral Health Needs per Stafford Primary Care Physicians
18 Responded
1. Please circle the appropriate affiliation, i am a.,.. Number
a. ,p.,hysi,cian 18
b. Nurse
C. Social Worker
d. Head Start Representative
e. w.I.C. Represent,ative
f. Other
Percent
100%
0 0
0
0
0
0
2. How many ofyour clients have a problem getting oral
(dental) health care..? Nu.mber
Most 3
Some 15
None 0
Percent
16.6%
83.3%
3. What are the Problems?
a. Dentisi w0n’.t.accept Medicaid
b. Fear, nervousness pain., dislike going
c. Cost,
...can’t afford care
dl Can not ge time_off from work to go to the denfist
e. Can not ge o the office
f. Language or.0ther cultural barriers..
g. Do not have/know a dentist
h. No reason to g0
i. Other more important things""to worry aboi,"dentai h"ealth
low priority
j. Other
Number
17
15
Percent
94.4%
5.5%
83.3%
0
16.6%
5.5%
22.2%
0 0
5.5%
0 0
,4a. V,ourpatienVclient population is: Number
_.Middle Income.
17
Percent
Age 0-18 years 94.4%
Age 19-65 .6 33.3%
Age 65 plus 5 27..7.%
State assistance 6 33.3%
7
5Affluent
38.8%
27’7%
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4bl Would you like to participate in the ongoing work of
the initiative? Number Percent
Yes 4 22%
No 10 56%
APPENDIX D
Enfield Letters and Surveys
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NORTH CENTRAL DISTRICT HEALTH DEPARTMENT
C:] Enfeld 47 North Main Street, P.O. Box 1222 Enfield, CT 06083 860-745.-0383 Fax 745.3188
O Vernon 30 Lafayette Square, Suite 206 Vernon, CT 06066 860-872.1501 Fax 872-1531
[3 Winclham Town Hall, 979 Mai Street Willirnantic, CT 06226 860465-3032 Fax 465-3012
WILLIAM H. BLITZ, M.P.H., M.U.P., R.S.
OIRECTOR OF HEALTH
February 16, 1999
Dear Health and Human Services Provider:.:
Sub]oct: Enfield Oral Health Initiative
In a attempt to identify the specific health needs in our community, and as part of its overall health
assessment of Enfield residents, the North Central District Health Department is surveying health and
human service providers. We cordially invite you to participate in this cooperative effort.
Enclosed is a brief questionnaire that vail assist us in identifyg lhose oral health problems that are
specific to your area. of practice. Please return this questionnaire no later than two weeks from receipt.
Once the surveys have been collected and tabulated, an advisory committee will be developed that will
inducle representation from local dentists, consumers, community organizations and the North Central
Dsct Health Department. The Advisory Committee will evaluate the results and begin pdoritizing the
dental needs of Enfield community.
You are the intral link to the community in a collaborative effod to improve den care. Together we
can develop concrete and lasting programs that will improve the oral health of the population we serve.
Thank you n advance for your cooperation.
Ncr’ Central Dsu’lct Health Department
E.qccsure (1)
; SERVI.NG TI-E TOV,.S OF: EAST %VLNDSOR ELLLNGTON ’FELD SL’WELD VERNON. WLNDH.AM WtNDSOR LOCKS
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ENFIELD ORAL HEALTH INITIATIVE
Dear Health & Human Services Provider:
Kindly take a mnute or two from your busy schedule to complete the very brief
(4 questions) survey that follows:
1. PLEASE CIRCLE THE APPROPRIATE AFFILIATION. am a...
a. Physician 0. Head Start Representative
b. Nurse e.W.I.C. Representative
. Social Worker f. Other
2. HOW MANY OF YOUR CLIENTS HAVE A PROBLEM GETTING ORAL (DENTAL)
HEALTH CARE?
__Most ..._._Some ,_,._None
3. WHAT ARE THE PROBLEMS? (Mark all that apply)
Dentist wont accept
_...._Fear, nervousness, pain, dslke song
Cost, can’t afford care
_.._.Can not get time off from work to go to the dentist
_..__Can not get to te cff’.ce (too far away, no transportation, no appointmer,,ts
a,va:la:ie, r’,o chlc care)
_.._.Lancjuacje or other cultural bamers
__._Do not have/know a dentist
No reason to go (no problems)
___...C:ner more m#o,aq: tnr,.s to v;crr about, dental health low priority
Otner
4. Your patient/client population is" (check all that apply)
____Age 0-18 years 9-65 years Age 65 plus
Sta:e Assistance ..._._Mda;e Income _Affluent
Optional Name Phone
Would you like to participate in the ongoing work of the Initiative?
yes_..___ no
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ENFIELD ORAL HEALTH INITIATIVE
We need your help in our efforts to increase access to dental health care for you and your family,
your friends, neighbors and community. Please answer these brief questions about your
experiences with dental care.
How long has it been since you last visited the dentist or dental clinic?
NOTE" If you answer "a" SKIP QUESTION 2
A. Within the past year (12 months)
B. Between one (1) and two (2) years ago
C. Between two (2) and five (5) years ago
D. Five or more years ago
E. have never been to the dentist or dental clinic
What are the most important reasons that you have no.._t visited the dentist in the last
year?
NOTE" Check all that apply
A. Fear, nervousness, dislike going
B. Cost
C. Do not have, or do not know a dentist
D. Cannot get to the office or clinic (too far away, no transportation, no
childcare, and no convenient appointments available)
E. No reason to go (no problems, no teeth)
F. Other more important things to worry about
G. Have not really thought about going to the dentist
What dental insurance coverage do you have that pays for all or some of your dental
care? NOTE" Check all that a0_olv_
m. State Assistance: Fee-for-service (Medicaid, Title 19)
B. State Assistance: Managed Care ("Husky A", "Husky B")
100
C.
O.
Eo
Private Fee-for-service Insurance
Private Managed Care Insurance
No dental insurance coverage
If you get State Assistance for dental care (Medicaid, Husky A, Husky B) can you
find a dentist to care for yo,u? Yes No
In the past two years, how many days total have severe dental problems such as
pain or infection in the teeth, gums or jaws prevented you from participating in
your daily activities, such as school or work? Note: Includte visits to the dentist for
emergency, non-routine treatment, but not routine visits such as fillings, cleanings or
removal ofwisdom teeth.
A. Part of one day
B. One full day
C. 2 4 days
D. 5 or more days
E. None
6. In which setting would you prefer to go for routine dental care?
NOTE: Assume that cost and payment are the same for any choice, and that cost and pa.vment
are adjusted to meet your financial situation.
Write "1" for your first choice and "’2" for your second choice.
A. In a private dental office
B. In a nearby community health center dental clinic
C. In a school-based health center dental clinic
D. In a hospital-based dental clinic
E. Other (Where?
F. would NOT routinely go to the dentist
7a. Have you been told that you need major dental work such as dentures, crowns,
bridges or partials? Yes No
7b. Have you had this work done? Yes No
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7c. If you have not had the work done, Why? .NOTE: Cheek all that apply
Transportation, Cost, No Dentist Available, Other
Comments:
THANK YOU FOR YOUR HELP WITH THIS IMPORTANT PROJECT
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North Central District Health Department
Enfield Dental Health Initiative
We need your help in our efforts to increase access to dental health care for you and your family,
your friends, neighbors and community. Kindly complete these 6 brief questions and return to your
child’s teacher by in the envelope provided.
NOTE: Answer each question as it applies to you and the child who brought this survey home.
YOUR
YOU CHILD
1. How long has it been since you last visited the dentist or a dental clinic?
Note" If You Answer "a." SKIP Question 2.
a. Within the past year 1to 12 months ago)
b. Between one (1) and two (2) years ago
c. Between two (2) and five (5) years ago
d. 5 or more years ago
e. have never been to the dentist or a dental clinic
2. What are the most important reasons that you have not visited the
dentist in the last year?. Note: Circle ALL That Apply.
a. Fear, nervousness, dislike going
b. Cost
c. Do not have, or do not know a dentist
d. Cannot get to the office or clinic too far away, no transportation,
no day care, no convenient appointments available
e. No reason to go no problems, no teeth
f. Other more important things to worry about
g. Have not really though about going to the dentist
3. Do you have dental insurance coverage that pays for some or all of
your routine dental care? Note: Circle ALL That Apply.
a. State Assistance: Fee-For-Service (Medicaid, Title 19, "Access")
b. State Assistance: Managed Care ("HUSKY A", "HUSKY B"
c. Private Fee-For-Service Insurance
d. Private Managed Care Insurance
e. No dental insurance coverage
CONTINUED
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4. Are you eligible for State Assistance (Access, HUSKY A, or HUSKY B) but
cannot find a dentist to care for you?
a. Yes
b. No
YOUR
YOU CHILD
5. In the past two years, how many days total have severe dental problems
such as pain or infection in the teeth, gums or jaws prevented you from
engaging in your daily activities such as work or school?
Not_..e: Include visits to the dentist t;or emergency or NON-routine
treatment, but do not include visits for routine treatment such as fillings,
cleanings, or routine removal of wisdom teeth.
a. One half day or less
b. One full day
c. 2 full days
d. 5 or more days
e. None
6. If you presently do NOT routinely go to the dentist, in which dental setting
would you routinely go for dental care?
Note: Assume that cost and payment are the same for any choice,
and that cost and payment are adjusted to meet your financial situation.
Write" "On the Line For Your First Choice and "2" For Your Second.
a. In the private dental office
bo In a nearby community health center dental clinic
c. In a school-based health center dental clinic
d. would NOT routinely go to the dentist
Comments:
Thank you for your help with this important project.
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ENFIELD ORAL HEALTH INITIATIVE
An effort is underway to determine the unmet oral health needs and to enhance access to oral
health care in the communities in which we live and work. We need your input and guidance.
Kindl, these 6 brief questions and return by .Janu.a 25th in the envelope provided.
Name (Optional): Type Of Practice
Practice Setting: Private Office Private Clinic Community Health Center
__Other
Direct Private Payment (Check, Cash, Credit Card, Etc.)
Private Fee-For-Service Insurance (BC/BS, Delta Dental, Etc.)
Private Managed Care (CIGNA Dental Health, AETNA Preferred Dental, Etc.)
State Assistance: Fee-For-Service Medicaid/Title 19/’Access"
State Assistance: Managed Care "Medicaid Managed Care’/’HUSKY"
2. Are you accepting any new patients whose dental services are reimbursed through State Assistance?
NO YES: Children Only Adults Only Children & Adults
YES, but limited to certain circumstances:
3. If you do not treat any, or
you limit the _number, or
you limit the tyDe (e g. only children, only eldedy, only handicapped, etc.)
of patients whose dental services are re=mbursed through State Assistance,
WHY?
:.:’; :"...:.’:":.’...t;::’;: .:i:’.’.:.C....h...’r..t PI. ,....,=...,...:.. ,?.:..: .
Fee-for-service reimbursement rates are too low
Capitation rates are too low
Paperwork and adm=mstrative requirements are too burdensome
Patients do not keep appo=ntments
Patients are unmanageable
Patients are too medically nsky
Patients don’t follow instructions
Patients upset the other pat=ents
"If you treat one, you have to treat them all..."
do treat State Assistance patients but none or very few ever come to my office
would treat State Assistance pat=ents f could limit to specific days and hours
would treat State Ass,stance patients on a lim=ted bass f could do so =n a dental chn=cal
faohty outs=de of my office
Otller
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4. Do you provtde dental care for uninsured or underinsured populations than State Assistance?
If so, in what capactty’
"’"-’.’:".""T"": ".:"..:.":"?/.’- :’"::." :"’$:..:;:’.::.’..’ .::..:.s::. ?:...:,...,-:-..:..
::,:i[.Check.Alt That Appty..,
Rntin_ly tc’_r’.n.innnlly N,v_r
provide care at no cost if patients are not able to pay
offer patients reduced cost payment schedules to
accommodate their financial situation
provide care for patients at no or reduced cost in a
commumty facility (e.g., school-based health center,
commumty health center, convalescent home etc.)
provide dental screenings at no or reduced cost in
schools or other community settings
provide oral health education programs in schools or
other community settings
Other: .............
5. In what capacity might you becoming part of an ongoing effort to enhance access to oral
health care for underserved people in your community?
Check All That Apply
Become an active Title 19 (Medicaid/HUSKY A) provider
Become an active HUSKY B provider
See patients in my office on a limited basis, referred by a community facility, at a reduced fee
and/or adJusted payment schedule to accommodate their financial situation
Provcte care in a commumty facility dental clinic on a limited basis, at a reduced fee and
adjusted payment schedule
Prowde care in a community facility dental clinic on a limited basis, at my usual fee
Volunteer to provide oral health education programs in schools or other community settings
Volunteer to provide dental screemngs in schools or other community settings at no cost
Volunteer to provide technical assistance and professional consultation to community oral
health facilities and programs (e.g., dental clinic design, dental office management, etc.)
Other
would NOT participate tn a commumty oral health access enhancement program
6. m.C.., What "DOABLE" scenarIo would enable you to be an active dental care provider in a
program to enhance oral health for underserved people in your community? Be Crativel
Would you like to participate in the
ongoing work of the Initiative? yes
APPENDIX E
Ertfield Survey Results Tables
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Reported Oral Health Needs for Children in Enfield:
500. (Surveys sent), 253 (Responded), 50.6%.
1. How long has it been since you last visited a dentist or
dental clinic?
a. Within the past year (1 to 12 months ago)
b. Within the past 2 years (1 to 2 years ago)
c.Within the past 5 years (2 to 5 years ago)
d. 5 or more years ago
e’ I have never been to the dentist or dental clinic
Number
233
Percent
92%
11 4.5%
5 2%
1.5%
2. What are the most important reasons that you have not
visited the dentist in the past year?
a. Fear, nervousness, pain, dislike going
b. Cost
c. Do not have or do not know a dentist
d. Cannot get to the office or clinic
e. No reason to go
f. Other more.imp0rtant things o worry about
g. Have not really thout about going to the dentist...
Number Percent
3 8%
13
10
34%
23%
26%
6%
0
3. Do you have dental insurance coverage that pays for
some or all of your routine dental care?
a. State Assistance" Fee-For-Service (Medicaid, Title 19,
"Access")
b. State Assistance: Managed Care ("HUSKY A",
"HUSKY B")
c. Private Fee-For-Service Insurance
d... Private Maged Care Insurance
e. No dental insurance coverage
Number
10
11
138
22
Percent
4%
4%
26%
56%
9%
4. Are’ you elibie for State Assistance (Access, HUSKY
A, or HUSKY B)
a. Yes
Number
11
218
Percent
95%
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5. In the past 2 years, how many days total have severe
dental problems such as pain or infection in the teeth,
gums or jaws prevented you from engaging in your daily
activities such as work or school?
a. One half day Or less
b. One full day
,,_c. 2 full,,, days
d. 5 or mpre days
e. None
Number
9
3
226
Percent
4%
0
1%
0
6. Ifyou presently h0 NOT routinely do to the dentist, in
which dental setting would you routinely go for dental
care? Write "1" for your l’t choice and "2" for your 2"
choice.
a. In the private dental office
b. In a nearby community heaida center dental clinic
c. In a school-based health center dental clinic
d. I would NOT r0utinely go to the dentist
lS’t
62
2
3
4
2nd
0 0
2486
4 14
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Revorted Oral Health,,Needs for Parents in Enfield-
500 (Surveys sent), 253 (Respon.ded),.50.6%
1. How long has it been since you last visited the dentist or
a dental, clinic? Note: If, you answer "a" SKIp # 2,
a. ,,Within the past year (1 to 12 months.,ago)
b. ,,Within the past 2 years (1 to 2 years ago)
c. Within the p.ast 5 years (2 to_.5 years.ago),di 5 or more years ago
e. I have never been to the dentist or a dental ciinic
Number Percent
211 84%
18 7%
12 5%
10 4%
0 0
Number Percent2. What are e most important reasons that you have not
visited the dentist in the last year?
a. Fear,. n..e.rvousness, pain, dislike going
b. Cost
c. Do not havel ordnot know a dentist
d. Cannot get,to the office or ,clinic
e. No reason to go
f. Other more important things,,to worry aboutg. Have not really though about going to the dentist
11
31
8
17%
48%
12%
3
1%
6 9%
4 6%
3. Do you have dental insurance coverage that pays for
some or all 0f>,our routine d..ental care?
a. State Assistance: Fee-For-Service (Medicaid, Title 19,
"Access")
b. State Assistance: Managedlare ("HUSKY A", "HUSKY
B")
c. Private Fee-For-S’ervice Insurance
d. Private Managed Care lnsmance
e. No dental insurance coverage
Number Percent
6 2%
4 1%
68 27%
140 55%
34 13%
4. Are youeligible for Staie Assistance (Access, HUSKY A,
or HUSKY B) but.canno find..a dentist o car for you?
a. Yes
Number Percent
8 4%
b. No 210 96%
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5. In the ast 2 years, how many days total have severe
dental problems such as pain or infection in the teeth, gums
or jaws prevented you from engaging in your daily activities
such as work or school?
a. One half day..9.riess
b. One full day
C...2 full days
d. 5 or more days
Number
12
9
Percent
5%
4%
4%
0 0
e. None 209 87%
-6. If yo’u presently do’ NOT routinelygo to the’ dentist,’ in
which dental setting would you routinely go for dental
care? Write "1" for your 1" choice and "2" for your 2"a
choice
a...In the privat dental office
b I.n.a nearby community health center dental clinic
c. In a school-based health center dental clinic
d. I would NOT routinely go to the dentist
st % 2" %
65 89 3
3 4 29 80
3 4 5 14
2 3 3
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Reported Oral Health Needs for the Enfield Seniors
83 Responded
1. HOW 10ng has it be since you last visited the dentist or
dental clinic? Note" Ifyou answer "a",. SKIP QUESTION 2
a. Within. the past year (12 months)
b. Between on (1) and two (2)years ago
c. B,et,,een two (2) and five (5)’years ago
d. Five.,.or more.years ago
e. I have never been to the dentist or dental clinic
Number
59
10
Percent
72%
10%
5%
12%
1%
2. What are the most important reasons that you have not
visited the dentist in the last year?
a. Fear, nervousness, dislike going
b. Cost
c. Do not have,.or do not know a dentist
d. Cannot get.t0 the office or clinic
e. No reason to go
f. Other more important things to worry about
g. Have not really thought about going to the dentis.t
Number Percent
2 2%
17%
3 4%
1%
16%
0
3 4%
14
0
3. What dental insurance coverage do you have that pays for
all or some ofyour dental care?
a. St.ate Assistance: Fee-for-..service (M.edicail, Title 19)
b. State Assistance: Managed Care ("HUSKY A", "HUSKY
c. Private Fee-for-service insurance
d. Private
_Managed Care Insurance
e. No dental insurance
Number
7
6
Percent
2%
0
71%
,. ifyou get state Assistance for dental care can you find a
dentist o care for you?
a. Yes
b. No
Number Percent
10 48%
11 "’52%
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5. In the past 2 years, how many days total have severe dental
problems such as pain or infection in the teeth, gums or jaws
prevented you from participating in your daily activities, such
school or work? Number
c. 2- 4 full days
a. Part of one day 3
b. One full day 5
2
d. 5 or more days
e. None 48
Percent
5%
8%
3%
2%
81%
6. In which setting would you prefer to go for routine
dental care? Write "1" for your choice and "2" for your
2nd choice
a. In a private dental office
b. In a nearby community health center’dental clinic"
c. In a school-based health center dental clinic
d. In a hospital-based dental clinic
e. Other
f. I would NOT routinely go to the dentist
1st % 2rid %
60 72
2
0
0
2
0
15
1
5
0
0
0
18
6
0
0
7a. Have you been told that you need major dental work
such as dentures, crowns, bridges.or partials?
Yes
No
Number
38
30
Percent
55%
7b. Have you had this work done?
Yes
No
Number
35
22
Percent
39%
7c. If you have not had the work done., why?
Transportation
Number Percent
Cost 10 43%
No dentist available 10 43%
-Other 3 14%
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Reported ,Oral Health_Needs for the Enfieid
Neighborhood Community Clinics
28 Resvonded
1. How long has it ben since you last visited the dentist or
_dental clinic? Note: If.you answer "a", SKIP QUESTION 2
a. Within the. past year (12 months)
b. Between on. (1)and two (2) ye.m’s. ago
c. Between two (2) and five.(5) years ago
d. Five or.more years ago
e. I have never been to the dtist or dent Ciinic
.Number
10
9
5
4
0
Percent
36%
32%
14%
0
"2. What are the most important reasons that you have not
visited the dentist in the last year?
a. Fear, nerv0usness, dislike going
b. Cost
..i.c.D0’not .have,. or do not kno.w a den.tist
d. Cannot get to the office or clinic
e. No reason o ..go
’f. Other more important things to wo..rry, alout
g. Have not really thought about going._to the dentist
Number Percent
6 21%
75%
21%
11%
4%
7%
3. What dental insmxnce coverage do you have that pays for
all or some ofyour dental care?
a. State Assistance Fee-for-ervice (Medi:a!d, Title. 19)...
b. State Assistance: Managed Care ("HUSKY A", "HUSKY
c. Private Fee-for-service insurance
d. Private.Managed Care Isurace
e. No dental insurance
Number Percent
4%
0
4%
14%
22 78%
"4. if’you get State Assistance for denial care can you find a
dentist to care.....for yOU? Number Percent
a. Yes 9 ’32%
b. No 4 14%
c. No Answer 12 43%
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5. In the past 2 years, how many days total hav severe dental
problems such as pain or infection in the teeth, gums orjaws
prevented you from participating in your daily activities, such
school or work?
a. Part.,,of qne day
b. One full day
c., 2- 4 full days
d. 5 Or more days
e. None
Number
0
3
6
15
Percent
0
11%
21%
7%
53%
6. In which Setting would you prefer to go for routine
dental care? Write "1" for your t choice and "2" for your
2"a choice
a. In a private dental office
b. In a nearby community health center dental clinic
c. In a school-based health center dental clinic
d. In a hospitalsbased dental clinic
e. other
f. I would NOT routinely go to the dentist
1st
’22
0
0
0
78
2nd
o
I0
5
0
0
0
7a. Have you been told that you need major dental work
such as dentures, crowns, bridges or partials?
Yes
No
Number
13
14
Percent
46%’
50%
7b. Have you had this work done?,
Yes
Number
5
No 21 75%
7c. If you have not had the wgrk done, why?
Transportation
Number
3
Percent
11%
Cost 12 43%
No dentist available 4 14%
Other 4 14%
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8" Vo,ur p..atient/client ages are"
a. 27
b. 32 to 37
Number
24%
c. 45 10%
d. 61 to 76 14%
e. Not given,, 19%
5%
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Comments on Oral Health Needs from
Enfield Neighborhood Community Clinics
One participant stated that they had paid for dental work done in the past year and will
remain in the care of their own dentist.
Another participant stated that they had dentures made but could not afford the $1,700.00
charge to get their teeth out.
A participant stated that they would like to keep their existing teeth.
A participant stated that 5 years ago they were due for new dentures but could not afford
to get them.
A participant stated that they have been able to take care of their teeth when needed.
Finally, a participant commented that theyjust started to go to the UCONN torture
chamber.
Gordan Avenue, Enfield
Bigelow Commons, Enfield
Tariff Street, Enfield
Cormeeticut Avenue, Enfield
Till Street, Enfield
Windan Road, Enfield
Middle Road, Enfield
Location. 0.f Participants
117
Reported Oral Health Needs per Health & Human Services Providers
35 Surveys Sent,,,25 Responded, 7,1%
i. Please circle the appropriate affiliation, I am. a:-.:,-,,
a. Physician
b. Nurse
c. Social Worker
d. Head Start Representative..
e. W.I.C, Representative
f. Other
Number
9
3
5
0
7
Percent
36%
12%
4%
28%
2. How many ofyour clientshave a problem getting oral
(dental) health, care?
Some
Uown
Number
10
Percent
36%
4%
8%
3. What are the problems?
a. Dentist won’t accept Medicaid
b. Fear, nervousness, pain, dislike going
c. Cost, can’t afford care
d. Can not get .time off from work to go to e dentist
e. Can not get to the office
f. Language or other cultmal’barriers
g..D..o not have/know a d
.entist
h. No reason to go
i. Other more important things to worry about, dental health
low priority
j. Other
Number
15
16
2
12
3
11
Percent
60%
12%
64%
8%
48%
12%
44%
4%
36%
8%
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[ 4a. Your patient/client population is: [Number[ P,rcent
Age 0’,!,8 years ,,i, 16,, 64%
Age 19-65 15 60%
Age 65 plus,, ’. i,, i’,, ’. 24%
State assistance 13 52%
Middle Income 11 44%
Affluent 4%
4b. Would you like to participate in the ongoing work of
the initiative? Number Percent
Yes lO 40%’
No 10 40%
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Comments on 0ral Health Needs from
Health & Human Services Providers in Enfield
One participant stated that possible beneficiaries ofloans given by the Emergency War
Fund.
Another participant stated that this was a very difficult survey for their patients to access
and a great deal of these patients have horrific dental problems.
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Reorted Oral Health Needs pe.r Community Dentists
31 Surveys Sent, 20 Responded, 65%
Practice Setting- 20 Private Office Dentists
1. What forms ofpayment do you currently accept for
dental s.ervices..in you office?
a. Direct
..Private Payment. (check, cash, credit cardsi 9tc.)
b. Private Fee-For-Service Insurance (BC/BS, Delta Dental,
etc.)
c. Private Managed Care (Ci’GNA Dental Health,AETNA
Preferre.d. Dental, etc:)
d. State Assistance: Fee-for-service (Medicai’d/Title
!9/Access)
e. State Assistance: ’Managed Care (Medicaid Maag’ed
Care/HUSKY)
Number
20
19
4
5
2
Percent
95%
20%
25%
10%
2a. Are you accepting any new patients, whose dental
services are r.e!mbursed through State... Assistance?
No
Number
14
Percent
70%
Yes 2 10%
Yes, but limited to certain Ccumstances 4 20%’
2b. Are 30u accepting any new patients, whose dental
services ,are .reimbursed ..through State Assistance?
Chi!dren Only
Adults, Only
PercentNumber
0
Children and Adults 0
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3. If you do not treai any, or you limit the number, or you
limit the type (e.g. only children, only elderly, only
handicapped, etc.) of patients whose dental services are
reimbursed through State Assistance Why?
a. Fee-for-service reimbursement rates are too low
b...Capitation rates are too low
c. Paperwork andadministratve requirements are too
burdensome
d..patients do n0tkeep app.intments
e. patients are...unmanageabl.e
f. Patients are too medically risky
g. Patien.ts don’t follow instructions
h. Patients.upset the othe.r paents
Number
16
13
12
13
2
0
5
i. "Ifyou treat one, you have to treat them ali"
j. I do treat tate Assistance patients’bht none or very few
ever come to my office
k. I would treat State Assistance patients ifI ’culd’iimit to
0
0
0
Percent
80%
65%
65%
60%
25%
0
5%
specific days and .hours
1. I would treat State Assistance patient on a limited basis
if I could do so in a dental clinical facility outside ofmy
office
15%
m. Other 2 10%
4. Do you provide dental care for uninsured
or underinsured populations other than
State Assistance? If so, in what capacity?
a. I provide care at no cost ifpatients are
not able to pay
b. Ioffer patients reduced cost payment
schedules to accommodate their financial
situation
c. provide care for patients at no or
reduc.ed cost in a communit7 facility..
d. I provide dental screenings at no reduced
cost in schools or other community settings
e. orovide oral health education programs
in’schools or other ommmity settings
Ro,utinely
0
Occas.ion,ally
13
112
12
l0
Never
3
11
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5. In what capacity might you consider becoming part of
an ongoing effort to enhance access to oral health care for
under served people n your community?a. Become and active Title 19 (Medicaid/HUSKY A)
provider.
b. Becomean active HUSKY B provider
"c. See patients in my office on a limited basisrfred by
a community facility, at a reduced fee and adjusted
payment schedule
d. Provide care in a commtmity facility dental clinic on a
limited basis, at a reduced fee and adjusted payment
scheduled
e. Provide care in a community facility dental clinic on a
limited basis., only at. my usual fee
f. Volunteer to provide oral health education programs in
schools or other communit settings
g. Volunteer to provide dental screenings in school or
other community settings at no cost
h. Volunteer to provide technical assistance and
professional consultation to commtmity oral health
facilities and programs
i. Other
j. I would NOT participate in a community oral healS
access enhancement program
Number
2
6
6
6
5
2
Percent
5%
10%
30%
30%
15%
25%
30%
6. Would you like to participate in the ongoing work of
the Initiative? Number Percent
a. Yes 6 30%
b. No 5 25%
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Comments on Oral Health Needs from
Community Dentists in Enfield
A dentist stated that they would offer one day every 2 months in a community clinic that
had a residency or externship program for dental students.
A dentist stated that they provide specific care not basic care.
A dentist stated that if limited hours oftreatment were allowed to be offered and a higher
reimbursement so that they did not lose so much money.
A dentist stated that they discussed what the best care would be to have P&C establish
dental clinics for gaining ofassistants with care probably by UCONN dental students and
local dentists as instructors.
Emergency Department Data
124
125
mergency Room
Dental Services for 1998
Broken Tooth
Enfield (7) Stafford (7)
Dental Caries
Enfield (4) Stafford (1)
Dental Disorder Nee
Enfield (29) Staffora (26)
Periodontal Disease Nec
Enfield (2) Stafford

